The experiences of registered nurses in treating mental health care users with dual diagnosis in public health care by Mthombeni, Nhlanhla Mhlava
COPYRIGHT AND CITATION CONSIDERATIONS FOR THIS THESIS/ DISSERTATION 
o Attribution — You must give appropriate credit, provide a link to the license, and indicate if
changes were made. You may do so in any reasonable manner, but not in any way that
suggests the licensor endorses you or your use.
o NonCommercial — You may not use the material for commercial purposes.
o ShareAlike — If you remix, transform, or build upon the material, you must distribute your
contributions under the same license as the original.
How to cite this thesis 
Surname, Initial(s). (2012). Title of the thesis or dissertation (Doctoral Thesis / Master’s 
Dissertation). Johannesburg: University of Johannesburg. Available from: 
http://hdl.handle.net/102000/0002 (Accessed: 22 August 2017).    
1 
The experiences of registered nurses in treating mental health care users with dual 
diagnosis in public health care 
by 
Nhlanhla Mhlava Mthombeni 
201417686 
Minor dissertation 
Submitted in partial fulfilment of the requirements for the degree 
Master of Arts 
(Clinical Psychology) 
in the 
Department of Psychology 
of the 
Faculty of Humanities 
at the 
University of Johannesburg 
supervised by 
Dr. Melissa Card 
Date of submission: January 2021 
2 
ACKNOWLEDGEMENTS 
I would like to thank the following people who showed me unwavering support during the 
completion of this minor dissertation:  
Firstly, I would like to thank the registered nurses who afforded me their time to participate in 
this research study. Without you, this minor dissertation would not be possible.  
To my supervisor, Dr. Melissa Card, thank you. You had me covered in every way imaginable 
from day one. Thank you for your guidance, sponsorship, encouragement and motivation.  
Thank you to my mother for being a pillar for me throughout this journey. 
To my family, you kept me going and inspired me to strive to complete what I had started. For 
that, I am grateful.  
To my friends, thank you for the encouragement and assistance along the way. 
And, I would like to thank God and my ancestors for granting me strength. 
3 
ABSTRACT 
The limited resources invested into the South African public mental health care system has 
implications for the quality of treatment offered to mental health care users (MHCUs) with 
dual diagnosis. With the high prevalence of MHCUs suffering from comorbid mental and 
substance use disorders, the public health care system is over-burdened. Additionally, a 
significant number of MHCUs do not receive comprehensive treatment. Nurses constitute the 
majority of health care professionals and are expected to provide efficient treatment at health 
facilities. This qualitative study was exploratory, contextual and interpretative and sought to 
explore the experiences of registered nurses (RNs) in treating MHCUs with dual diagnosis in 
public health care. Purposive sampling was used to obtain a sample that consisted of five RNs 
from a tertiary hospital in Johannesburg. Data was collected by means of semi-structured 
interviews. The data was analysed through interpretative phenomenological analysis (IPA) and 
seven superordinate themes resulted. The themes include: (1) Lack of safety within the ward; 
(2) Effects of patient violent behaviour; (3) Professional stigma; (4) Treatment non-
compliance; (5) Compromised health care; (6) Devaluation of the RN; and (7) Alternative 
Treatment. This research highlighted the lack of safety on the psychiatric ward for both 
MHCUs and RNs, as well as the lack of training of RNs for the provision of effective dual 
diagnosis treatment to MHCUs in public health.  
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As a low- to middle-income country (LMIC), South Africa has faced high incidents of 
substance use rates and challenges associated with substance use disorders (Jack et al., 2014). 
Mental illness is also a great health concern in South Africa, with approximately 1 in 3 citizens 
likely to experience a mental disorder in their lifetime (Jack et al., 2014). Mental disorders are 
rated third as contributing to the disease burden in the country (Lund, Petersen, Kleintjes & 
Bhana, 2012). The occurrence of two disorders presenting simultaneously within individuals 
is a common phenomenon, known as a dual diagnosis. Dual diagnosis can entail a broad range 
of comorbid disorders, which interact and consequently affect the course and prognosis of each 
disorder (National Institute on Drug Abuse (NIDA), 2018). Therefore, the treatment of dual 
diagnosis requires specialised treatment as standard hospital care is inadequate (Bilgin, Soncul, 
& Phillips, 2010). Dual diagnosis specific to this study refers to the concurrent presence of 
mental illness and substance use disorder(s). Since each of the disorders interact in a unique 
manner, a holistic and individualised approach to treatment is of paramount importance (Jack 
et al., 2014; Yule & Kelly, 2019).  
 
1.2 BACKGROUND OF THE STUDY  
The public health care system in South Africa has a great demand for service provision with 
over two-thirds of the population making use of its services (Docrat, Besada, Cleary, Daviaud 
& Lund, 2019). Naturally, the public mental health care system is also affected and this impacts 
on efficient service delivery. The mental health care system is characterised by a burden of 
disease, with mental disorders ranking third in the country (Jack et al., 2014) and an estimated 
18 million people suffer from mental disorders (Mental Health Federation of South Africa, 
2018). A study by Herman et al (2009) reported a mental illness prevalence rate of 
approximately 30%. There is a definite need for service provision for mental health care users 
(MHCUs), however an estimated 75% of individuals suffering from mental illness do not 




common mental disorders reported include depression, anxiety, bipolar, schizophrenia, and 
substance misuse disorders (WHO, 2010). 
The increased use and abuse of substances has added strain to the South African public health 
sector. Approximately 13.3% of the population live with a substance use disorder(s), where 
this was found to be the second most prevalent class of lifetime disorders in South Africa 
(Herman et al., 2009). Patients at treatment centres across the country commonly present with 
poly-substance use (South African Community Epidemiology Network on Drug Use 
(SACENDU), 2019). The UN World Drug Report (2014) indicated South Africa to have a drug 
consumption rate that is two times greater than the global average. The presence of dual 
diagnosis is frequently encountered during admission of patients into substance abuse 
treatment centres (SACENDU, 2019) and hospital emergency departments (Davis et al., 2016). 
Treating dual diagnosis is associated with biological, psychological and social challenges 
(Edward & Munro, 2009; Leemrijse et al., 2018) such as treatment non-adherence, relapse and 
rehospitalisation (European Monitoring Centre for Drugs and Drug Addiction (EMCDDA), 
2016; Lachman, Nassen, Hawkridge & Emsley, 2012). Challenges also include increased rates 
of crime, unemployment, violence, and HIV infection (EMCDDA, 2016).  
The disorders present within any given dual diagnosis require parallel or integrated treatment 
for improved prognosis (Yule & Kelly, 2018), however, availability of the simultaneous 
treatment is limited (SAMHSA, 2016). Some of these limitations include an under-resourced 
public health care system, skeleton staff (South African Nursing Council, 2018), and lack of 
and inadequate infrastructure to meet the demand of services (Conway-Smith, 2013).  
 
1.3 PROBLEM STATEMENT  
With a public health system that is inundated with disease, mental health in South Africa has 
repeatedly been a marginalized health priority (Docrat et al., 2019). Although strategic policies 
aiming to improve the quality of mental health care delivery had been committed to by the 
public health sector, the necessary transformation and injection of adequate budgets have not 
come to pass (Docrat et al., 2019). With the prevalence of dual diagnosis in South Africa and 
the deficiency in training of registered nurses (RNs) on adequately treating dual diagnosis 
MHCUs (Jack et al., 2014), MHCUs are not afforded comprehensive treatment. Consequently, 
increased relapse rates, non-adherence to treatment and rehospitalisation are noted (EMCDDA, 




functioning and wellbeing are affected. With MHCUs being recycled through the public mental 
health care system, psychiatric RNs are responsible for providing treatment and may feel 
frustrated by the ineffective treatment and high rates of rehospitalisation.  
 
This study would like to explore RNs’ experiences of treating the dual diagnosis patient 
population at a tertiary hospital in Johannesburg. These professionals are often the first to treat 
MHCUs when they present at public health care facilities. There is insufficient research on how 
RNs experience the dual diagnosis MHCU population, especially when additional resources to 
guide them in providing adequate treatment are non-existent. Adequate treatment entails health 
professionals being required to assist MHCUs that seek this kind of treatment upon arrival and 
admission, however the obstacle is the lack of a dual diagnosis unit within the tertiary hospital. 
 
1.4 AIM OF THE RESEARCH  
The main aim of the study was to investigate and understand the experiences of registered 
nurses in treating MHCUs with dual diagnosis at a tertiary hospital in Johannesburg.  
 
1.5 RESEARCH OBJECTIVES   
In order for the aim of the study to be addressed, the following objectives were set:  
 To understand the work related experiences of public health care registered nurses 
pertaining to their working conditions, level of training to treat dual diagnosed patients, 
safety at work, input of patient treatment plans and their rights and responsibilities. 
 To understand the challenges experienced when treating dual diagnosed MHCUs. 
 
1.6 FORMAT OF MINI-DISSERTATION   
The dissertation is presented in six chapters. The content of the chapters is briefly discussed 
below.  
Chapter One: Introduction 
This chapter has given an introduction to the topic under study, a brief background and problem 





Chapter Two: Literature Review 
Chapter two provides a literature review pertaining to the state of public mental health in South 
Africa, statistics relating to common mental illness and the use of substances, how mental 
illness and substance use are associated and lastly, the profession of registered nurses in mental 
health care service delivery. 
 
Chapter Three: Research Methodology  
This chapter will focus on the theoretical framework and research methodology used to guide 
the study. Additionally, the chapter will describe how data was collected, processed and 
analysed, the ethical concerns as well as the limitations of the study. 
 
Chapter Four: Findings 
In this chapter, the findings of the research study will be presented based on the interpretative 
phenomenological analysis process.  
 
Chapter Five: Discussion 
This chapter will entail a discussion of the interpreted research findings and reviewed literature 
in the context of nursing and dual diagnosis will be referred to in relation to the findings. 
 
Chapter Six: Conclusions and Recommendations  
This chapter will provide an account of whether the research aims and objectives were met 
based on the discussion of the findings. Drawing from the findings, conclusions and 














2.1 INTRODUCTION  
The aim of this chapter is to explore the state of public mental health care in South Africa. A 
literature review detailing the common mental and substance use disorders is discussed, 
creating context for the extent of mental illness, substance misuse and abuse in the country. 
Furthermore, the relationship between mental illness and substance misuse is explored, 
highlighting the extent of dual diagnosis and its treatment. The chapter also explores registered 
nurses at the forefront of public health sector service delivery, and the challenges encountered 
within the profession.   
 
2.2 PUBLIC MENTAL HEALTH CARE IN SOUTH AFRICA   
South Africa is a low- to middle-income country (LMIC) and approximately 84% of its 
population make use of the public health care system (Docrat, Besada, Cleary, Daviaud & 
Lund, 2019). This has a direct impact on the mental health care system, as the country is 
burdened with disease, with mental disorders ranking third in the country, and an estimated 1 
in 3 citizens probable to suffer from a mental disorder (Jack et al., 2014). This is a substantial 
shift from statistics of approximately 1 in 6 citizens reported in 2012 by Lund, Petersen, 
Kleintjes and Bhana. Despite a large proportion of the population being affected by mental 
illness, an approximate of 75% of individuals living with a mental disorder do not receive 
necessary treatment (Lund et al., 2012). This highlights a glaring treatment gap that indicates 
a failure in the implementation of public mental health care goals (Munshi, 2017).  
In addition to a large percentage of the population being affected by mental health, the public 
mental health care system is continually faced with challenges related to a deficiency in funding 
(Docrat & Lund, 2019), limited health care human resources (WHO, 2007) compared to other 
health concerns and a prioritisation of mental illness treatment and rehabilitation at the expense 
of mental health education, prevention, and awareness (Docrat et al., 2019; National Mental 




The public health care sector allocates about 5% of its total budget to mental health care (Docrat 
& Lund, 2019). Mental health coverage offered at public health institutions imposes certain 
limitations when it comes to children and adolescents affected with mental illness (Docrat et 
al., 2019; MHPF, 2013). Targeted promotion, prevention, and greater access to mental health 
services needs to be improved (Docrat et al., 2019). The human resources available in the health 
sector are limited, with approximately 9.3 medical personnel per 100 000 of the South African 
population (WHO, 2007). This is similar to findings from other LMICs in Sub-Saharan Africa 
that have a deficit in mental health care providers (Abera, Tesfaye, Belachew & Hanlon, 2014; 
Collins, Musisi, Frehywot & Patel, 2015). Statistics in South Africa indicate that there are 
estimates of 8 - 10% registered nurses (RNs), 0.28% psychiatrists, and 0.32% psychologists 
per 100 000 of the population (Spedding, Stein & Sorsdahli, 2014). From these statistics, it can 
be noted that nurses make up the majority of the workforce, placing them at the forefront of 
service delivery in the health sector. 
An attempt to strengthen service delivery of treatment, rehabilitation, prevention, and 
promotion of mental health has been implemented in South Africa, as a LMIC, with the 
introduction of the National Mental Health Policy Framework and Strategic Plan 2013-2020 
(MHPF, 2013). The policy aims to cater community-based mental health care that is 
comprehensive, impartial, and accessible, in order to alleviate the burden of mental illness and 
have greater reaching treatment outcomes (MHPF, 2013). Figure 2.2.1 below is an illustration 












Figure 2.2.1  
 
Source: National Mental Health Policy Framework and Strategic Plan 2013–2020 MHPF 
(2013)  
 
The pyramid has five segments, with self-care at the base. It describes the encouragement of 
individual emancipation with regards to a greater awareness on mental health issues, and 
making effective use of internal resources, whether directly or indirectly affected by mental 
illness. Informal community care and primary care are believed to be cost-effective measures, 
as they do not require large sums of capital or funding. The fourth segment is split into 
psychiatric services in general hospitals, and community mental health services. These services 
are considered costly to the public health sector, and would ideally be used less frequently in 
future. By 2020, community mental health services were intended to be improved to include 
three core components. These include community residential care in the form of assisted living 
and/or group homes, day care services, and outpatient services. However, in provinces where 
community-based care could be of great benefit such as Limpopo, Northern Cape, North West 
and Mpumalanga, there are no licensed NGOs to provide mental health services to the public 
(Docrat et al., 2019). These services were intended to be developed before psychiatric hospitals 




At the top of the pyramid, there are long-stay facilities and specialist psychiatric services, 
which are the most costly.  
 
Despite the promulgation of the MHPF and the restructuring of the Mental Health Care Act 17 
of 2002 (MHCA) in South Africa, the desired steps have not been taken to reach the ultimate 
goals for mental health in the country (Docrat et al., 2019). The scourge of non-efficient budget 
allocations, as well as a lack of transformation within the health sector, are continued 
drawbacks towards improved mental health care (Docrat et al., 2019). 
 
2.3 MENTAL DISORDERS 
Mental health is an essential part of one’s overall health and well-being. One’s mental state has 
a direct effect on the individual, family and society. Mental health is defined as adequate mental 
function, resulting in one’s ability to fulfil social (intra- and interpersonal), academic, or 
occupational roles (MHPF, 2013). Additionally, it encompasses an individual’s cognitive, 
emotional, and behavioural well-being (Nemade, n.d.). Mental disorders or illness affect 
thinking, mood, behaviours, and feelings of individuals, causing distress and/or impaired 
functioning, and are exhibited through a cluster of symptoms (National Collaborating Centre 
for Mental Health, 2011).  
Globally, approximately 792 million people suffer from mental disorders (Ritchie & Roser, 
2018). These statistics are in agreement with the World Bank Group (2020), indicating that 
approximately 10% of people worldwide suffer from mental illness. In South Africa, an 
estimate of 18 million people suffer from mental disorders (Mental Health Federation of South 
Africa, 2018), rounding it up to a prevalence rate of approximately 30%, as noted in a large 
scale study by Herman and colleagues (2009). Common mental disorders include depression, 
anxiety, bipolar, schizophrenia, and substance misuse disorders (WHO, 2010) and will be 
discussed below. 
 
2.3.1 Depression  
Depression is a mood disorder, characterised by loss of positive affect, commonly resulting in 
loss of pleasure (anhedonia), loss of interest (apathy) in previously enjoyed activities, lowed 
self-esteem, energy loss, sadness, and low mood (DuBois-Maahs, 2018). It is also associated 




contribute to the development of depression, where aspects such as genetics, medical history, 
and past life events ought to be considered when attempting to determine the aetiology 
(Nemade, n.d.). Depression varies in severity, ranging from mild, to moderate or severe. The 
severity and duration of illness can range from a mild, persistent depression (dysthymia), to 
major depressive disorder (Ritchie & Roser, 2018). 
In 2017, it was reported that approximately 264 million people suffer from depression globally, 
with women generally being more affected by depression compared to their male counterparts 
(Ritchie & Roser, 2018). The large scale epidemiological study by Herman et al. (2009) noted 
that the prevalence of depression in South Africa was significantly greater among females than 
among males. Furthermore, depression was reported to be higher among those with a lower 
education background (Tomlinson, Grimsrud & Stein, 2009). In 2017, approximately 1.96 
million South Africans were reported as suffering from depression (Ritchie & Roser, 2018). 
 
2.3.2 Anxiety Disorders 
Anxiety disorders vary, although they are characterised by apprehension or excessive worry 
about future occurrences, motor tension, and autonomic over activity (Ritchie & Roser, 2018). 
Affected individuals may even engage pervasive avoidant behaviours to reduce anxiety levels 
(DSM). The symptoms that individuals experience can be debilitating, negatively affecting 
their functioning (DuBois-Maahs, 2018). Anxiety has a number of different causes, including 
the use of substances as well as certain medications in the form of side effects (DuBois-Maahs, 
2018). 
In 2017, anxiety disorders were reported to be the most prevalent type of mental illness, with 
an estimate of 284 million people having suffered from an anxiety disorder globally. This 
constitutes 20 million more people when compared to depression. Additionally, more females 
were affected than males (Ritchie & Roser, 2018). In South Africa, anxiety disorders were also 
reported as being the highest class of lifetime disorders (Herman et al., 2009). Ritchie & Roser 
(2018) reported a 4.73% prevalence rate of females suffering from anxiety disorders and 
compared to males with a prevalence rate of 3.17% in South Africa as of 2017.  
 
2.3.3 Bipolar Disorder 
Bipolar disorder is characterised by phases of mood shifts, fluctuations in activity, and energy 




2018). Mania is defined as an elevated or irritable mood state with markedly increased activity 
and energy levels (Cherry, 2019). There are two subtypes of the disorder, namely bipolar I and 
bipolar II. Bipolar I entails having experienced at least one manic episode and possibly a 
hypomanic and/or depressive episode before or afterwards. Bipolar II entails having 
experienced at least one hypomanic (less severe mania) episode and at least one depressive 
episode (Purse, 2018). 
Studies have indicated that genetic, environmental, and societal factors may lead to the 
development of bipolar disorder (Purse, 2018). From a global perspective, Ritchie and Roser 
(2018) reported an estimate of 46 million people suffering from bipolar disorder in 2017, with 
females being affected more than males. In South Africa, about less than 1% of the population 
was recorded as suffering from bipolar disorder (MHPF, 2013). In 2017, recorded individuals 
suffering from bipolar disorder were below 346 000 (Ritchie & Roser, 2018). 
 
2.3.4 Schizophrenia 
Schizophrenia is defined as a severe form of mental illness, which distorts one’s interpretation 
of reality, impacting the individual’s thinking, feeling state, and behaviour (Cherry, 2019). The 
symptoms it is characterised by include delusions, hallucinations, disorganised speech, grossly 
disorganised behaviour/ catatonia and negative symptoms (DSM-V, 2013). Sufferers generally 
lack insight into their illness, as such diagnosed individuals on treatment require constant 
monitoring so as to help manage their symptoms (Clarke, 2019).  
In 2017, approximately 20 million people were reported to be suffering from schizophrenia 
globally. This figure accounted for males and females being equally affected by the disorder 
(Ritchie & Roser, 2018). In South Africa, 0.18% of the population was recorded as suffering 
from schizophrenia in 2017 (Ritchie & Roser, 2018). 
From the preceding discussions, it can be noted that mental disorders are a health burden 
globally and in South Africa, with depression and anxiety affecting more people compared to 
other disorders. The common mental disorders discussed above are often comorbid, with 
substance use disorders that result in dual diagnosis. In the next section, substance use disorders 





2.4 SUBSTANCE USE  
The increased use of substances has proven to be detrimental worldwide. As indicated by 
Ritchie and Roser (2019), the average number of deaths due to misuse was approximately 11.8 
million in 2017. The substances include alcohol, illicit drugs as well as smoking of tobacco 
(Ritchie & Roser, 2019). Individuals with a substance use disorder may be at direct risk of 
experiencing death in the form of overdose and/or indirectly by being at risk of developing 
illness or injury as a result of consuming substances, causing premature death. Research 
revealed an overall greater number of indirect deaths due to long-term substance use (Ritchie 
& Roser, 2019).   
In 2016, the prevalence rate of substance use disorders (inclusive of alcohol and illicit drug 
addiction) was around 2% of the world population. Moreover, substance use addiction was 
found to be more common in males than in females (Ritchie & Roser, 2019). However, cases 
of prenatal drug and alcohol exposure are an area of concern with females (Adnams, 2011). 
Certain criteria are used to diagnose substance use disorder, which include the inability to 
control use, social impairment, risky use, and physical signs of substance dependence (Kosten, 
2018).  
 
2.5 SUBSTANCE USE AND ABUSE IN SOUTH AFRICA  
South Africa faces high incidence rates of substance use disorders (Myers, Stein, Mtukushe & 
Sorsdahl, 2012), comprising a national average of approximately 13.3% of its population 
(Herman et al., 2009). Substance misuse and/or dependence is one such disorder that is greatly 
reported as a burden in South Africa (Pasche & Myers, 2012), negatively impacting the health 
sector. The social, economic, and political transformation that post-apartheid South Africa has 
undergone, brought a great vulnerability to the nation, as the variety of illicit substances 
available and ease of access has increased (Davis et al., 2016). In 2014 (UN World Drug 
Report), South Africa was reported as having a drug consumption rate two times greater than 
the global average. Substance use disorders were found to be the second most prevalent class 
of lifetime disorders in South Africa (Herman et al., 2009). Substance use disorders – drug and 
alcohol – comprised 0.93% of South Africa’s total disease burden in 2016 (Ritchie & Roser, 
2019). In 2016 and 2017, more males were reported as suffering from a substance use disorder. 




claimed the most lives (Ritchie & Roser, 2019). The South African Medical Research Council 
(2019) indicated similar results in the 2018/2019 annual report.  
A population-based study in 2008 indicated a past three month drug use prevalence of 3.7% in 
South Africa and a subsequent study conducted in 2012 indicated an increase in the past three 
month drug use prevalence at 4.4% (Peltzer & Phaswana-Mafuya, 2018). The results from the 
study indicated that substance use was highest in the Western Cape at 7.1%, secondly the Free 
State at 6.3%, and lastly the Northern Cape at 5.2% of the affected population. The most 
commonly abused substances reported in South Africa are cannabis, methamphetamine, 
heroin, cocaine (UN World Drug Report, 2014), alcohol (Myers et al., 2012) and nyaope 
(Peltzer & Phaswana-Mafuya, 2018). These findings are consistent with a SACENDU report 
(2019), which additionally indicated that substance abuse patients seeking treatment often 
present with poly-substance use. The prevalence of these substances is discussed in further 
detail below.  
 
2.5.1 Cannabis 
Cannabis is commonly known as marijuana, dagga, or weed and has been known to be a 
primary misused illicit drug in South Africa (SACENDU, 2019), accounting for approximately 
2% of the population in 2005 (Pasche & Myers, 2012). Cannabis is cultivated in South Africa 
and is noted to be the third largest production in the world (Ramlagan & Peltzer, 2012). The 
use of cannabis has been found to be a problem among youth ages 15–24 (Peltzer & Phaswana-
Mafuya, 2018). The problem likely continues as a result of its easy availability and low cost 
(Shumba & Makura, 2014). The SACENDU report (2019) stated that cannabis use was mostly 
reported as a primary substance among health care users in treatment centres in the Northern 
Region (50%) - comprising of Gauteng, Mpumalanga and Limpopo - and the Eastern Cape at 
33%. 
 
2.5.2 Cocaine  
Cocaine is a stimulant drug typically referred to as ‘coke’. It is often used because of its ability 
to enhance one’s natural energy state, and mental performance (The Recovery Village, 2020). 
In substance abuse treatment centres in South Africa, it was mostly reported to be a secondary 
drug of use (SACENDU, 2019). Peltzer and Phaswana-Mafuya (2018) found that the usage of 




report (2019) highlighted that about 4 and 16% of health care users admitted at treatment 
centres in the Western Cape and Kwa-Zulu Natal (KZN) respectively, were reported to have 
abused cocaine. 
 
2.5.3 Heroin  
Heroin is classified as anopiate, which is noted to be the most harmful drug type (World Drug 
Report, 2017). It can be injected or smoked when administered, however, when smoked, it is 
not always taken in its pure form. Users may combine it with other substances such as cannabis, 
resulting in a mixture referred to as nyaope or purchase it as such (Dada, 2013). This substance 
provides users with feelings of euphoria, which is the reason it is highly addictive (The 
Recovery Village, 2020). In 2015, an estimate of 75 000 South Africans were reported to be 
injecting heroin, and 110 000 were reported to be smoking it (Haysom, 2019). The higher rate 
of administering the drug via injection raises health risks related to HIV and Hepatitis (Haysom, 
Gastrow & Shaw, 2018), resulting in a greater disease burden. In 2017, one of the biggest drug 
seizures occurred in the Western Cape with, 963kg of heroin obtained (Haysom, Gastrow & 
Shaw, 2018).  
 
2.5.4 Alcohol 
The 2019 SACENDU report indicated alcohol to be the most consumed substance in the 
country. The report highlighted about 35% of health care users treated for alcohol abuse as a 
primary substance at centres in the Central Region and the Eastern Cape. Alcohol is a substance 
classified as a depressant and primarily affects coordinated mobility (Chesang, 2013). Those 
who are inclined to engage in binge drinking are at higher risk of communicable and non-
communicable diseases (SACENDU, 2019), as their ability to make sound behavioural 
decisions is compromised during bouts of use. Unfortunately, females consuming alcohol 
during pregnancy is still reported in South Africa, resulting in offspring suffering from Foetal 
Alcohol Syndrome (FAS). The Western Cape Government (2019) reported South Africa as 
having the highest reported incidents of FAS in the world, ranging between 29 to 290 cases per 
1000 live births (Olivier, Curfs & Viljoen, 2016).  
Makhubele (2013) studied the consumption of home-brewed alcohol in Mopani District in 
Limpopo province. It was noted that hazardous chemicals such as battery acid, brake fluid and 




the study mentioned some of the effects of consuming home-brewed alcohol included feeling 
very weak, dizzy, and vomiting (Makhubele, 2013), however, these effects do not deter its 
continued sale.  
 
2.5.5 Nyaope  
Nyaope is a relatively novel drug in South Africa that has been in use since around the year 
2000 (Mokwena, 2016). It is also known as whoonga or sugars in parts of KZN (Kwa-Zulu 
Natal Health Department, n.d.). Its composition is not entirely known as it is a cocktail of 
substances, however, heroin and cannabis are known to be the main ingredients in nyaope 
(Mokwena, 2016). In addition, there is controversy about whether or not nyaope contains 
antiretroviral (ARVs) drugs used to treat HIV, which are illegally obtained from black markets 
(Grelotti et al., 2014). Although, the Kwa-Zulu Natal Health Department (n.d.) stated that the 
use of ARVs in whoonga has not been conclusively proven. Nyaope has been reported to have 
high prevalence rates in Gauteng, Mpumalanga, and North West provinces (Mokwena, 2016), 
predominantly in areas with high unemployment rates and poverty (Conway-Smith, 2013). In 
alignment with this, 86% of the participants in Mokwena’s (2016) nyaope research study were 
unemployed. About 61% of the participants in the study were between the ages of 18 and 21.  
The SACENDU (2019) report indicated that the number of nyaope cases in Gauteng and KZN 
substance abuse treatment centres were greater than in other provinces. Furthermore, the 
number of cases increased from 2018 (SACENDU) with 11% and 4% of patients in KZN and 
Gauteng respectively, reporting nyaope as being their primary substance of use. The 2019 
SACENDU report indicated a figure of 20% and 10% of patients in KZN and Gauteng 
respectively, reporting nyaope as their primary substance of use.    
 
2.5.6 Methamphetamine 
Methamphetamine is a stimulant drug popularly known as tik or crystal meth and has the 
highest prevalence in the Western Cape (Lion, Watt, Wechsberg & Meade, 2017; SACENDU, 
2019). Across treatment centres in the Western Cape, 39% of patients reported 
methamphetamine as their primary substance of use in 2019 (SACENDU, 2019). Interestingly, 
this percentage dropped from 2018, which totalled 44% of patients who had reported 
methamphetamine as their primary substance of use (SACENDU, 2018). In a large-scale 




that 3.2% of youth with an average age of 14 years, reported past month methamphetamine use 
in the Western Cape.  
Another concern, globally and in South Africa, is the extent to which sex trade is linked with 
methamphetamine distribution and use (Watt, Kimani, Skinner & Meade, 2016). 
Methamphetamine is a highly addictive substance (Panenka et al., 2013), which often leads 
users to extreme lengths to obtain their next “fix” (Lion et al., 2017). A study by Lion et al. 
(2017) in the Western Cape sought to examine the correlation between sex trade and 
methamphetamine use. Results indicated sex trading for ‘tik’ and/or money to be a common 
practice, with a 37% three month prevalence rate and about half of the participants (total of 
360) reporting to have traded sex to obtain ‘tik’ and/or money within a three month period.  
With continued substance abuse and dependency, there are continuous costs to the individual 
and to society. Social disintegration within families and communities, unemployment, crime, 
violence, and a rise in HIV infection rates are common and concerning social ills (Makhubela, 
2013).  
 
2.6 RELATIONSHIP BETWEEN MENTAL ILLNESS AND SUBSTANCE MISUSE  
An even greater health concern is MHCUs presenting at hospital emergency departments, with 
a mental illness and a substance use problem simultaneously, known as dual diagnosis (Phillips 
& Johnson, 2010). The National Institute on Drug Abuse (NIDA) defines dual diagnosis as 
“when two disorders or illnesses occur in the same person, simultaneously or sequentially, they 
are described as comorbid. Comorbidity [Dual diagnosis] also implies that the illnesses 
interact, affecting the course and prognosis of both” (2018, p. 3).  
The frequent co-occurrence of psychosis and substance abuse is too high to be justified as 
coincidence (Davis et al., 2016; Lachman, Nassen, Hawkridge & Emsley, 2012). In general, 
MHCUs have an increased rate of substance use disorders as compared to the overall 
population (Phillips & Johnson, 2010; Weich & Pienaar, 2009), resulting in poor treatment 
outcomes (Davis et al., 2016). Research indicates that MHCUs with a dual diagnosis display 
higher incidence of treatment non-adherence, relapse, and rehospitalisation (European 
Monitoring Centre for Drugs and Drug Addiction [EMCDDA], 2016; Lachman et al., 2012; 
Phillips & Johnson, 2010; Weich & Pienaar, 2009). In addition to this, higher rates of vagrancy, 
HIV infection, violence and the prevalence of suicide are reported (EMCDDA, 2016; Phillips 




challenge of not being able to access treatment for both disorders simultaneously (Drake, 
Mueser, Brunette & McHugo, 2004), which compromises effective treatment (Phillips & 
Johnson, 2010). 
According to the SACENDU (2017), about 13% of health care users treated for substance abuse 
across the nine provinces, were discovered to have a dual diagnosis upon admission. In 2019, 
the SACENDU indicated an increase in reported cases, accounting for 16% of health care users 
presenting with a dual diagnosis. Figures from treatment centres per province were not 
indicated, except for the Western Cape, with almost half of the health care users (47%) 
reporting dual diagnosis in 2019. There was a significant increase from the 2018 report, which 
indicated 30% of dual diagnosis cases (SACENDU). There is a scarcity of available treatment 
that accounts for both disorders concurrently (Phillips, et al., 2010). Mental health services in 
South Africa have largely been under the health sector and substance abuse services largely 
under the social development sector (Pasche & Myers, 2012). To date, the majority of public 
tertiary hospitals in South Africa do not offer dual diagnosis treatment, which is unaffordable 
to most citizens in this country (Pasche & Myers, 2012).  
The treatment plan for dual diagnosis is sensitive in that it has to take into account which 
disorder preceded the other and the impact it has on the diagnosis (Bilgin, Soncul, & Phillips, 
2010). This poses the question of whether mental illness lead to substance abuse to alleviate 
symptoms, or whether mental illness was induced by substance use (Lachman et al., 2012). 
The following are non-exclusive pathways that have been hypothesised as likely contributing 
to dual diagnosis:  
 An individual could have a substance use disorder and another mental illness which 
may be representative of two conditions that are independent of each other (EMCDDA, 
2016). The symptoms displayed of dual diagnosis may be a combination by chance or 
that a particular individual’s set of predisposing factors increases his/her risk of 
developing multiple conditions (NIDA, 2018; EMCDDA, 2016).  
 
 A mental illness may be a risk factor for substance use, leading to the development of 
a substance use disorder. The substance use may escalate as an attempt to self-medicate, 
later becoming substance dependence, and exacerbating the progression of mental 





 The use of substances may contribute to the development of a mental illness, which 
may continue its independent course even after the use of substances has been ceased 
(NIDA, 2018; EMCDDA, 2016). Depending on an individual’s predisposition, 
substances used/ abused within a brief period or longer term, have the ability to alter 
brain structure and functioning, significantly increasing the vulnerability to precipitate 
a mental illness (NIDA, 2018).  
 
Based on the pathways mentioned above, it is evident that initiating effective treatment in this 
regard requires specialist care. Research has shown that the use of certain substances often 
results in the display of particular symptoms of mental illness, implying an association between 
the two (NIDA, 2018). Cannabis use has been noted to have an underlying association with 
schizophrenia (Government of Canada, 2018; Radhakrishnan, Wilkinson & D’Souza, 2014). 
Methamphetamine use was found to be associated with mood and psychotic disorders in a study 
conducted by Lachman et al. (2012). MHCUs diagnosed with bipolar disorder are often 
reported to use cocaine and methamphetamine as self-medicating drugs to mimic manic-like 
symptoms when feeling depressed (Substance Abuse and Mental Health Services 
Administration [SAMHSA], 2016).  
 
2.7 TREATMENT OF DUAL DIAGNOSIS  
The diagnosis and course of dual diagnosis is complex and requires specialist treatment. 
Treatment outcomes for dual diagnosis MHCUs can be significantly improved through early 
intervention (SAMHSA, 2016). Treatment should ideally be integrated, where health care 
providers address both conditions simultaneously, while being sensitive to the individual’s 
needs (Yule & Kelly, 2018). Each diagnosis is unique to the individual, and effective treatment 
would entail customised treatment goals (SAMHSA, 2016). The Biopsychosocial framework 
embraces interdisciplinary, holistic and customised treatment through its consideration of the 
individual’s biological, psychological and social-environmental contexts and how these could 
possibly affect successful treatment outcomes (Leemrijse et al., 2018).   
Another consideration is that of individual MHCUs’ different cultural beliefs (Campbell-Hall 
et al., 2010). This would entail the inclusion of indigenous healing practices within mental 




of treatment, embracing collaborative care (Campbell-Hall et al., 2010) and increasing 
accessibility. 
Additionally, the effects of dual diagnosis go beyond the individual and have an impact on 
family systems and society (Department of Social Development [DSD], 2013). Family systems 
begin to experience strained relations due to behavioural problems caused by a family 
member’s substance abuse and/or mental illness. As such, estrangement, less cohesion and 
limited communication characterise family relations (Pérez-López et al., 2018). However, 
family ironically has a significant impact on their loved one’s recovery process because, more 
often than not, their family is their primary support network (Pérez-López et al., 2018). 
MHCUs approach primary health care and/or tertiary facilities for the initial treatment of dual 
diagnosis. The RNs at these health facilities are expected to have knowledge of dual diagnosis 
and its treatment to be able to provide effective treatment and make sound referrals (Card & 
McGlynn, 2020). 
 
2.8 REGISTERED NURSES IN SERVICE DELIVERY  
RNs make up the largest portion of health care providers in South Africa and are essential to 
the delivery of effective mental health care to the population with such needs (Poggenpoel, 
Myburgh & Morare, 2011), however the profession is in decline (Rispeli & Bruce, 2014). This 
decline takes the form of a ‘nursing crisis’ that reflects a shortage of nursing staff, a weakening 
interest in the nursing profession and a non-existent patient care ethos (Rispeli & Bruce, 2014). 
Additionally, the South African Nursing Council (SANC) annual report (2018) indicated poor 
infrastructure and a lack of resources as contributing to suboptimal service delivery. Public 
rehabilitation centres often have long waiting lists as there are too few facilities, and a very 
high demand (Conway-Smith, 2013; Myers, Louw & Fakier, 2008). The South African 
National Council of Alcoholism and Drug Dependence (SANCA) is one such organisation 
facing this reality, citing insufficient resources (Conway-Smith, 2013). 
Research indicates that MHCUs with dual diagnosis, as with patients with other ailments, have 
increased chances of being compliant to treatment and recovery when health care practitioners 
are motivating agents during treatment (Díaz-Rodríguez, Rubio, García, Cristóbal & Valera, 
2020; Johansson & Wiklund-Gustin, 2016). This is in alignment with the importance of 




(Johansson & Wiklund-Gustin, 2016). However, RNs report being faced with challenges as 
public health professionals when providing treatment (Poggenpoel et al., 2011), which 
accounts in part for the difficult and draining nature of health care provision (Nesengani, 
Downing, Poggenpoel & Stein, 2019). Some of the experiences reported include having 
negative attitudes towards MHCUs with a substance use disorder, resulting in a punitive 
approach to treating these patients (Nesengani et al., 2019). This supports findings from a 
systematic review conducted by Van Boekel, Brouwers, van Weeghel and Garretsen (2013), 
which revealed that health care professionals generally have negative perceptions of health care 
users with substance use disorders, where their current health issues are interpreted as self-
inflicted (Johansson & Wiklund-Gustin, 2016). In relation to MHCUs, these negative 
perceptions are regarded as stigmatisation towards individuals with mental health and 
substance use conditions. Ahmedani (2011) regards mental illness stigma to be a social 
phenomenon that is structural in nature due to the extent of inferiority attributed to MHCUs 
entrenched within the social framework. Literature reviewed by Ahmedani (2011) revealed that 
MHCUs experience stigma from health care professionals, perpetuating their marginalisation 
and access to required treatment.    
There is also reported fear of this patient population due to the unpredictable aggressive 
behaviour that MHCUs with dual diagnosis may display (Poggenpoel et al., 2011; Tema, 
Poggenpoel & Myburgh, 2018). Findings from a study conducted by Sobekwa and 
Arunachallam (2015) of nurses’ experiences when caring for MHCUs in a psychiatric unit in 
the Western Cape indicated this as well. As a result, they are in the position of trying to provide 
care, while having to remain vigilant for their own safety (Johansson & Wiklund-Gustin, 2016). 
For this reason, uncertainty arises regarding how to manage dual diagnosis MHCUs who 
display violence within the ward and towards RNs (Tema et al., 2018).  
Additionally, a study conducted by Chu and Galang (2013) reported RNs experiencing low 
levels of support in their role when dealing with health care users with substance use 
challenges. The availability of psychological support for RN in the form of debriefing can help 
facilitate a conducive and nurturing work environment (Ngako, Rensburg & Matabogo, 2012). 
Additionally, safety measures ought to be implemented within psychiatric wards to assist with 
instances of violence by MHCUs towards RNs (Department of Health (DoH), 2012).  
The field of nursing has faced an increase in lower category nursing qualifications and a 




proposed as a strategy to get nurses – as non-specialised health care workers - more involved 
in the mental health care setting (Spedding et al., 2014). Task-shifting is a strategy used to 
ensure that limited services have a wider reach to service users. The greater the availability of 
these services, the more public MHCUs will have access to and receive the treatment they need 
(Agyapong, 2016).   
This could help in bridging the treatment gap and empowering RNs with greater learning 
opportunities at the same time. This distribution of basic skills and knowledge could lessen the 
negativity around mental illness and increase the weakening interest of working with and 
treating public MHCUs. Task-shifting follows the same ideal of optimising limited mental 
health resources, as discussed at the beginning of the chapter, with the breakdown of the MHPF 
pyramidal framework (Spedding et al., 2014).  
 
2.9 SUMMARY 
From the literature review, it is apparent that the increasing misuse of substances, the extent of 
mental illness and dual diagnosis have a terrible impact on those individuals suffering from 
illness, those affected by it, and on the country as a whole. A review of public mental health 
care delivery goals, workable budget allocations, and a closer focus on under-resourced and 
under-capacitated areas of service would be a step towards more MHCUs obtaining treatment. 
The misuse of substances and the presence of a mental illness combined creates greater demand 
for specialised integrated treatment and rehabilitation. However, these specialised services are 
limited and are often expensive. The division of mental health and substance use disorder 
services is merely contributing to the large sum of mental illness sufferers who are not receiving 
the required treatment. Additionally, the literature review revealed some of the challenges and 
frustrations that registered nurses are exposed to within their profession and particularly when 










RESEARCH METHODOGLOGY  
 
3.1 INTRODUCTION  
The preceding chapter presented a literature review on the extent of dual diagnosis in the public 
mental health sector, as well as literature pertaining to experiences and challenges faced by 
registered nurses (RNs) in the public mental health care system. The current chapter consists 
of the research design and methodology of the research study. Details pertaining to the 
theoretical foundations that guided the research process, sampling of participants, collection, 
and analysis of data will be discussed. The chapter further includes the ethical considerations, 
trustworthiness and limitations of the study.  
 
3.2 RESEARCH APPROACH  
The current research study is empirical and it consists of primary contextual data. It is 
exploratory, contextual and interpretative, as it sought to understand the experiences of 
registered nurses (RNs) treating dual diagnosis MHCUs. The researcher pursued a qualitative 
research approach. The nature of knowledge that qualitative research embraces is idiographic, 
in the sense that it meaningfully integrates the subjective and contextual information to better 
understand a phenomenon (Bhati, Hoyt & Huffman, 2013). Additionally, individualistic 
statements, descriptions and interpretations from research findings are made, rather than 
generalisations, due to the meticulous analysis of individual cases (Smith & Osborne, 2008). 
According to Babbie and Mouton (2012), exploratory research is used to gain new insights into 
a certain phenomenon. The main purpose of exploratory research is to yield an in-depth 
understanding of occurrences by means of investigating their nature. With greater 
understanding of occurrences, phenomena can thereby be better described and explained 
(Willig, 2013). In this study, the researcher sought to understand RNs’ subjective experiences 
of providing treatment to dual diagnosis mental health care users within their “…concrete, 
natural context in which [treatment] occur[s]” (Babbie & Mouton, 2012, p. 272). As such, an 
exploratory study was deemed appropriate. The reported experiences were subsequently 




3.3 RESEARCH DESIGN 
The approach to inquiry was phenomenological (Creswell, 2014). Phenomenology is a 
theoretical framework that addresses people’s human experiences as they appear/occur to them 
and as they subjectively perceive these experiences (Jackson, Drummond & Camara, 2007; 
Willig, 2013). The manner in which an individual perceives and interprets phenomena is 
dependent on his/her intentionality. Intentionality includes the perceiver’s context, angle of 
perception, desires, judgements, emotions, etc. For this reason, intentionality accounts for and 
is able to capture the vast differences in viewpoints of individuals who give different accounts 
of the same phenomena, as their perceptions of their experiences are necessarily different 
(Willig, 2013).  
To make sense of the RNs’ lived experiences, an interpretative phenomenological analysis 
(IPA) approach was applied to describe and then interpret their experiences to derive meaning 
from them. IPA as a methodology does not adhere to a particular epistemological position as it 
allows for the researcher to select an epistemological stance believed to be most appropriate 
from a continuum between critical realist and contextual constructivist (Oxley, 2016). This 
research study is rooted in a social constructionist paradigm, placing emphasis on the social 
interactions of individuals and their subjective truths of reality (Babbie & Mouton, 2012; 
Galbin, 2014).  
IPA was used to explore the lived experiences of RNs in treating mental health care users with 
a dual diagnosis of mental and substance use disorders. IPA is concerned with the research 
participants’ personal perspective of experiences and events as well as the meanings that those 
experiences and events hold for those participants (Smith & Osborn, 2008). Analysing this 
meaning entails the researcher’s understanding of the research participants’ perspective of their 
lived experience, which comprises a double hermeneutic (Smith & Osborn, 2008). In other 
words, arriving at a point where meaning can be understood, the participants first express their 
perspective of their experience, after which the researcher interprets what the participants 
reported (Oxley, 2016).  
Smith, Flowers, and Larkin (2009) noted that interpretation is the closest manner in which 
researchers can begin to completely understand a phenomenon. IPA views individuals as 
having “…cognitive, linguistic, affective and physical…” attributes, which are all connected 
and essentially influence their emotional states, their thinking and what they communicate 




cognisant of these interconnected aspects when interpreting research findings (Smith & 
Osborn, 2008). IPA has become increasingly of use for the exploration of contexts associated 
with psychological distress and therefore has a place in clinical settings (Smith et al., 2009). 
As such, IPA was deemed appropriate by the researcher for this study. 
 
3.4 SAMPLING  
A sample is selected from a target population, which assists the researcher in making inferences 
about that target population (Berg, 2004). The selection of a sample in IPA is done purposively, 
with the intent of obtaining a sample of participants that is knowledgeable about the 
phenomenon being explored (Smith et al., 2009; Wagner, Kawulich & Garner, 2012). The 
selected sample was homogenous as the participants share the experience of treating MHCUs 
diagnosed with comorbid mental illness and substance use disorder (Willig, 2013). Purposive 
sampling was deemed appropriate, as it allowed the researcher to identify research participants 
who possessed particular characterises and could provide detailed data (Willig, 2013).  
 
3.4.1 The sampling process  
The researcher obtained permission to conduct research from a public tertiary hospital in 
Johannesburg. The hospital was selected for study due to the absence of a dual diagnosis unit 
within the psychiatric ward. Subsequent to permission being obtained, access to the RNs was 
granted by the Head of Nursing. This access enabled the researcher to invite RNs that met the 
inclusion criteria to partake in the research study. The Head of Nursing was provided with an 
information sheet stipulating the details of the study as well as the sampling criteria. The 
sampling criteria was presented and those that met the criteria were recruited on a voluntary 
basis. For the purposes of maintaining IPA theoretical consistency, the obtained sample was 
homogeneous and was kept to a maximum of five RNs due to the idiosyncratic characteristic 
and detailed case-by-case analysis required (Smith et al., 2009). The obtained data would 
encompass “…richly textured experiences and reflections…” (Jackson, Drummond & Camara, 
2007, p. 22) of the research participants.  
Three sampling criteria were used to select the research participants: registered nurses who 
have a minimum of a four-year formal training qualification, RNs who had worked on a 
psychiatric ward before, and those who have experienced frequent encounters with health care 




3.5 DATA COLLECTION 
According to IPA standards, in-depth interviews are the best means of collecting rich data from 
participants (Smith et al., 2009). Creswell (2014) describes interviews as conversations 
between the researcher and the participant/s characterised by semi-structured and open-ended 
questions which are intended to elicit the participants’ perspectives and opinions without 
limiting their responses. Interviews are primarily and suitably applied when conducting in-
depth and deep-probing enquiries that are essentially qualitative in nature (Creswell, 2014). 
The researcher conducted in-depth, semi-structured interviews with RNs on the hospital 
premises in a private office with minimal disruptions. A flexible interview schedule with pre-
prepared open-ended questions was used to facilitate this process (Smith et al., 2009). The 
questions in the interview schedule were used to provide a point of reference for the 
participants, however, there was leniency for the participants to elaborate on their experiences. 
Prior to commencement of the interviews, each participant was asked to sign an informed 
consent form, indicating their agreement to participate in the research study voluntarily as well 
as acknowledgement of audio recording. The interviews each lasted between 30 and 90 minutes 
long and common experiences were shared among the participants. Data saturation was thus 
reached after five interviews. Data saturation occurs when the process of data collection ceases 
to yield new information, at which point the researcher stops collecting data (Creswell, 2014). 
The interview responses were audio recorded and later transcribed verbatim. The process of 
transcribing the audio recordings into text form is called data reduction and is done to make 
data more accessible, manageable and to draw out themes for the purpose of analysis (Berg, 
2004; Creswell, 2014). Reducing the data to text form did not subtract from its complexity and 
rich nature, instead it assisted the researcher in highlighting important emergent patterns (Berg, 
2004; Creswell, 2014).  
 
3.6 DATA ANALYSIS 
IPA data analysis requires extensive detail of each individual case (Wagner et al., 2012). Data 
analysis created a platform for the researcher to appreciate the essence and meaning of the 
obtained data (Nieuwenhuis, 2015). Data analysis is a process of carefully studying text 





The process of analysing data within the IPA framework requires the researcher to shift 
between the emic and etic perspectives. The emic perspective refers to a process of 
understanding the meaning and experiences of research participants through their accounts of 
their social circles and natural contexts (Pietkiewicz & Smith, 2014). At this point, the 
researcher does not provide his/her interpretation of the research findings, instead presents 
findings from the data as was imparted by the research participants (Pietkiewicz & Smith, 
2014). The etic perspective refers to the process of understanding the meaning and experiences 
of the participants through the researcher’s viewpoint (Pietkiewicz & Smith, 2014). This 
perspective acknowledges the researcher as providing an outsider’s account of a given 
phenomenon which can bring to the fore new insights and theories related to the phenomenon 
(Pietkiewicz & Smith, 2014; Babbie & Mouton, 2012). In other words, the experiences of the 
registered nurses are observed and interpreted in a different light than they initially were by the 
participants themselves. The researcher does so from a psychological perspective, interpreting 
the data through a psychological point of view. The researcher utilised a guideline by Smith 
and Osborn (2008) of IPA stages, which are discussed below. 
 
Stage 1: Multiple reading and making notes 
The researcher first engaged with the data by listening to the audio recordings and then 
transcribing the data. This allowed the researcher to familiarise herself with and get an overall 
sense of what the data entailed. The transcription process was lengthy, however it served as an 
essential platform for the researcher to become acquainted with the data. The researcher then 
read carefully through each of the transcripts on several occasions whilst making notes of initial 
ideas about information that was interesting within the data, and which might be significant to 
the final research findings. These notes are considered initial interpretative notes about the 
interview process as a whole, the content, linguistic characteristics, context, etc. At this point, 
the researcher asked questions of the text and noted any associations, differences and/ or 
contradictions that emerged within the text. In the next phase, the researcher began developing 
emergent themes using the initial interpretative notes.   
Stage 2: Developing emergent themes 
Themes were developed as a result of grouping key information from the initial notes that were 
highlighted as significant, prevalent and outlying in the data (Smith et al., 2009). These notes 




and Smith (2014) state that comprehensive and detailed notes ought to be a reflection of the 
actual transcripts. Data was tapered into components to grasp the details within the findings 
from a psychological perspective. The double hermeneutic mentioned earlier was at play in 
this stage, with the researcher forming an understanding of, and constructing meaning from the 
participants’ reported experiences.  
 
Stage 3: Seeking relationships and clustering themes 
The themes developed in the previous stage were then examined and refined to ensure no 
redundancy took place. The researcher then worked through the themes for possible 
connections and similarities in concepts. These similar concepts were then grouped together 
and given labels to describe the whole, referred to as superordinate themes. Some themes fit 
within the broader superordinate themes, and are referred to as subthemes. Additionally, the 
data was worked through to collate and make links between data extracts and the corresponding 
superordinate themes and subthemes. 
 
Stage 4: Producing the report 
Once all the themes and data extracts had been determined and the analysis had been conducted, 
a narrative report of the study was produced. Each of the themes were described and illustrated 
using data extracts from the interview transcripts (Pietkiewicz & Smith, 2014). The inclusion 
of data extracts is paramount to the production of a good qualitative account as they 
demonstrate the core of the phenomenon under study (Clarke & Braun, 2013). Pietkiewicz and 
Smith (2014) maintain that including the participants’ own words serves as an assessment tool 
for the reader to determine the relevance of the researcher’s interpretations. Furthermore, it 
preserves the participants’ voice and personal experiences as well as portrays the emic 
perspective. Following the data extracts is the researcher’s interpretative accounts of the 
themes. Additionally, the themes were examined in relation to existing literature, 
acknowledging the emergence of similarities as well as new perspectives within the data.  
  
3.7 TRUSTWORINESS IN QUALITATIVE RESEARCH  
A research study is strengthened in quality by its trustworthiness. Trustworthiness entails 




does not involve the use of research instruments which are known to have established metrics 
in terms of validity and reliability as with quantitative research (Amankwaa, 2016; Krostjens 
& Moser, 2018). In qualitative research, there are other methods – defined by Lincoln and Guba 
in the 1980s – that are used for ascertaining the quality test that findings are credible, 
transferable, confirmable, and dependable (Amankwaa, 2016; Krostjens & Moser, 2018). The 
four criteria will be discussed in the following subsections. 
 
3.7.1 Credibility  
Credibility is likened to internal validity in quantitative research and is the confidence that 
researchers can place in the truth of their research findings (Korstjens and Moser, 2018). In this 
study, prolonged engagement and persistent observation were employed as strategies to ensure 
credibility. Prolonged engagement entailed the researcher enquiring about the phenomenon 
under study from participants. Follow up questions were asked for further clarity, and 
participants were encouraged to elaborate on their responses (Korstjens and Moser, 2018). The 
collected data was engaged through listening to audio recordings, transcription and then later 
analysed to produce themes and meaning. Persistent observation occurred through the 
development of codes and themes by the researcher reading and studying the data on several 
occasions to ultimately produce a final report of the findings (Korstjens and Moser, 2018). 
 
3.7.2 Transferability 
Transferability is concerned with applicability in that the results of any given study can be 
transferred to other contexts with different participants (Amankwaa, 2016; Korstjens and 
Moser, 2018). The researcher needs to provide rich and dense descriptions of the data findings 
and the research process in order for the audience to be able to make a transferability 
judgement. When transferability judgement takes place, the reader is able to transfer data 
findings to their own context as a result of the great detail and coherence of the data findings, 
known as thick descriptions (Korstjens and Moser, 2018). Thick descriptions relay the 
experiences of participants by describing their context, how they perceive and interpret their 
context, as well as how they interact within their context, so as to create understanding for the 
outsider for future research purposes (Amankwaa, 2016; Korstjens and Moser, 2018). In this 






Confirmability is concerned with neutrality over the findings of a research study. As such, it 
accounts for the extent to which the research findings and interpretations are representative of 
the participants’ responses and not researcher bias (Amankwaa, 2016). Confirmability is 
established by an audit trial, which demonstrates the transparency of the research process 
(Amankwaa, 2016; Korstjens and Moser, 2018). In this study, an audit trial was done by the 
researcher, showing all the research processes including sampling methods, the interview 
process and data management until the final report. Additionally, suitable direct quotes were 
used from the transcripts as the discussion of the findings unfolded (Larkin & Thompson, 2012) 
for the data to be represented as candidly as possible. 
 
3.7.4 Dependability 
Dependability is concerned with the consistency of the research process for clarity of how the 
findings came to be (Amankwaa, 2016). In a qualitative study, dependability is achieved by 
stating all the procedures that were taken from commencement of the research, its development 
and the reporting of findings. In this study, an audit trial was conducted by the researcher which 
detailed all the procedures which were carried out from the start of the research up to the end. 
The importance of dependability rests in that an audit trial shows that there was consistency 
and whether the analysis process was within the accepted standards of the research design used 
for the study.   
 
3.8 ETHICAL CONSIDERATIONS  
Interacting with research participants presents an inherent need for consideration of ethics. 
While researchers rely on others for discovering truth in social science, it should not in any 
way to be done at the expense of their human rights (Babbie & Mouton, 2012). Ethics in 
research refer to guidelines that determine standards of conduct throughout the research study 
to safeguard research participants as well as endorse good social research (Babbie & Mouton, 
2012).  
Permission was obtained prior to commencing the research study. The protocol for conducting 
this research was approved by the University of Johannesburg. Subsequently, a letter of 




researcher to conduct the study. The researcher applied the following ethical principles to 
protect the participants in the study:  
 
3.8.1 Voluntary participation 
The participants were recruited to partake in the study on a voluntary basis. The researcher 
communicated to them that they were under no obligation to continue with the study if a need 
to withdraw arose. Furthermore, no penalties would be incurred after withdrawal.  
 
3.8.2 No harm to participants 
The participants’ safety and human rights were considered at all times. The interview process 
posed no physical nor psychological harm to the research participants. However, contact details 
of counselling services were made available to the participants in the event that any unforeseen 
emotional experiences arose after the interviews. 
 
3.8.3 Informed consent 
Prospective participants of a research study have to adequately understand what is being asked 
of them prior to agreeing to be part of the study (Arifin, 2018). The researcher provided the 
participants with a thorough explanation of what the research process would entail, in order for 
them to make an informed decision to be part of the study. Additionally, an information letter 
further explaining the details of the study was provided with the researcher and supervisor 
contact details if more information was required. Prior to the interviews, each participant was 
provided with a letter of informed consent which required a signature to indicate acceptance to 
be part of the study, understanding of the study and knowledge of their right to withdraw at 
any given time.  
 
3.8.4 Ensuring anonymity and confidentiality 
A part of protecting the research participants’ well-being and right to privacy is in protecting 
their identity (Babbie & Mouton, 2012). This is achieved through ensuring their anonymity and 
confidentiality. Anonymity refers to the research responses not being able to be traced back to 
their respondents by the researcher (Babbie & Mouton, 2012). In this case, the participants 




However, the researcher kept the participants’ identifying information from the interview 
process anonymous when reporting on the findings. This links with confidentiality, which is 
when a researcher can identify research responses with the given respondents, without 
disclosing their identity publicly (Babbie & Mouton, 2012).  
Every effort was made by the researcher to ensure confidentiality and preserve the participants’ 
anonymity through the use of a pseudonyms on all research notes and documents in place of 
the participant’s name to protect his/her identity as well as any other identifying information. 
Furthermore, all notes, interview transcripts and any other information identifying participants 
were kept in a locked file cabinet and password protected folder in the personal possession of 
the researcher. 
 
3.9 SUMMARY  
This chapter has outlined the research approach and strategies employed in the study. It 
included the sampling procedure, data collection and analysis as well as the trustworthiness 
and ethical considerations of the research. The research study was exploratory and contextual, 
and was analysed through an interpretative phenomenological lens using thematic analysis. 

















4.1 INTRODUCTION  
The aim of this chapter is to report the analysis of the research findings. This study sought to 
investigate the lived experiences of registered nurses (RNs) when treating MHCUs with a dual 
diagnosis at a tertiary hospital in Johannesburg. The first objective of the study was to 
understand the work related experiences of public health care RNs pertaining to their working 
conditions, level of training to treat dual diagnosed patients, safety at work, inclusion in-patient 
treatment plans, and their rights and responsibilities. The second objective was to understand 
the challenges experienced when treating dual diagnosed MHCUs. To understand work related 
experiences and challenges of RNs, qualitative research was executed from an IPA approach. 
Purposive sampling was used to select participants and the data was obtained using semi-
structured interviews and analysed using IPA.  
Five participants selected on a voluntary basis formed the sample for the research study. The 
criteria was as follows: RNs with a four-year formal training qualification, who had worked on 
a psychiatric ward before and had experienced frequent encounters of health care users 
presenting with both mental and substance use disorders. The participants’ demographic profile 
is provided below to provide an overview of the characteristics of the sample that was under 
study.  
 
4.2 DEMOGRAPHIC PROFILE 
All five of the participants were African and were all living in Gauteng at the time of data 
collection. Four females and one male participated in the study. The participants’ ages ranged 
between 28 and 58, with a mean age of 38.4. Their years of experience as RNs ranged between 
5 and 33 years, with a mean of 13 years’ experience. Four participants hold bachelor’s degrees 






Table 4.1: Demographic Information  
Participants 
*Pseudonyms  












Alice  Female 38 Single B Cur 11 
Simone Female 30 Single B Cur 7 
Kevin Male 38 Married B Cur 9 









Themes were generated from the transcripts based on the frequency of common occurring 
sentiments from each of the participants, as well as significant and less significant narratives. 
It is important to mention that with each of the participants’ account of their experience, there 
were similarities, however, each account was unique and treated as such. Samples of quotes 
from each of the participants’ accounts are included to illustrate their individual experiences. 
The themes identified and explored within this chapter are not finite as other possible themes 
may emerge through the perusal of another researcher. Below is a schematic representation of 









Table 4.2: Schematic representation of superordinate themes and subthemes  
Superordinate Themes Subthemes 
Lack of safety within ward Risk posed to MHCUs 
 Physical conditions of ward 
 Mixed ward 
 Limited health provision resources 
 
Risk posed to RNs 
 Aggressive MHCUs 
 Inadequate security  
Effects of patient violent behaviour Physical 
Emotional 
Professional stigma  
Treatment non-compliance  Stigma  
Misunderstanding of mental illness 
Family involvement 
Psychosocial factors 
Compromised health care Inadequate treatment 
Staff shortage 
Inadequate dual diagnosis training 
Limited continuous professional 
development (CPD) 
Devaluation of the RN Treatment exclusion 
Lack of support from authorities 







4.3.1 Lack of safety within the ward 
All of the participants indicated that safety is compromised within the ward, making it an 
unconducive environment to work in and effectively treat MHCUs. There seemed to be 
expectations of what a psychiatric ward should be like to cater to MHCUs’ needs, and 
ultimately towards their best interest.  However, compromised safety also extends to the RNs 
as well.    
 
4.3.1.1 Risk posed to MHCUs 
4.3.1.1.1 Physical conditions of ward 
All of the participants concurred that safety should be a priority, especially for MHCUs who 
are vulnerable and may not always be in a position to exercise sound judgement. Participants 
Kevin (lines 764-767) and Alice (line 383) expressed that they would prefer for the psychiatric 
ward to be moved from the second floor to the first floor so as to prevent further significant 
injuries of MHCUs. They expressed their concern with regards to minimising the risk of harm 
should patients attempt to abscond or commit suicide through jumping out of the windows as 
experienced in the past. Lucia (lines 74-75) and Kevin (lines 85-89) indicated that patients have 
been admitted to ICU after severe injuries incurred jumping from the windows.  
For Lucia, her first impression of the psychiatric ward upon arrival was one of disapproval as 
she “didn’t really expect a psych clinic to look” (lines 10-11) the way that it did. She expressed 
that she immediately felt it was not a safe ward for the RNs, MHCUs and other people accessing 
it. She raised the concern of burglar bars on the windows not being secure, the lack of “proper 
restraints” (line 33) as well as the seclusion rooms that are located behind the nurses’ station. 
Regarding restraints, any readily available items have been put to use such as bandages and 
bed sheets, which are not considered effective. Lucia further stated that with the seclusion 
rooms being behind the nurses’ station and  closed with burglar bars, it makes it possible for 
inpatients to “reach out on things from outside” (lines 17-20) from other inpatients and are 
often thrown at the RNs.  
The participants stated that due to the lack of resources, there is often a delay in the maintenance 
of the property, which is beyond their control. However, working in an environment where 
there is vandalised property requires the RNs to be constantly vigilant, and “look at the future 




312). It seems that the RNs acknowledge the importance of being considerate and 
compassionate towards MHCUs’ safety needs, so as not to put them in harm’s way.  
 
4.3.1.1.2 Mixed ward 
At the time of data collection, the psychiatric ward was under renovation. Due to this, the male 
and female MHCUs had been placed in one wing of the initial ward. Although the upgraded 
facility would later benefit MHCUs, the lengthy process brought challenges within the ward.  
Two of the participants expressed challenges of dealing with MHCUs that present with 
hypersexuality and sexual impulsivity. These challenges seem to have become pronounced 
since the ward became mixed in 2017. Lucia spoke of this from a microsystem perspective, 
indicating the “need to look out for [her]self and…also [the] need to look out for other 
vulnerable patients” (lines 132-134). The microsystem referred to in this instance comprises of 
the self (Lucia) and the immediate work environment. This indicates the stance of a female 
needing to protect herself and others from harm likely coming from a male figure. 
Kevin’s account of hypersexuality and sexual impulsivity encompassed a mesosystem 
perspective. He spoke of male and female MHCUs engaging in sexual activities with each other 
without taking precautionary measures. He highlighted the possible risk of HIV infection and 
sexually transmitted diseases (STDs) given the fact that the inpatients typically would not have 
known each other prior to admission. Additionally, he expressed the effects that such behaviour 
could have on the families of the individuals involved. For example, he referred to the damage 
that could result from informing a patient’s spouse of his/her partner’s impulsive sexual 
behaviour within the ward. Again referring to Kevin’s approach of considering his patients’ 
future when providing treatment, he concluded that such an incident would lead to “divorce 
after discharge” (line 308) and would be likely to destroy families, rendering them “helpless” 
(line 310). The mesosystem referred to in this instance comprises of the individual’s family 
and the relationships that support the individual’s treatment and recovery. Kevin and Alice 
expressed that when treating MHCUs as inpatients, they would indirectly be treating their 





4.3.1.2 Risk posed to RNs 
4.3.1.2.1 Aggressive MHCUs 
Some MHCUs have been reported to be unpredictable, as they might display labile affect at 
times. These individuals may present with easily altered behaviour and mood states. Alice 
described nursing MHCUs as “very much unpredictable” (line 163) and “always [has to be] on 
the watch-out” (line 165) to avoid being injured. For Lucia, being the one to have to restrain 
uncontained patients has resulted in them being “dysphoric towards” (line 40) her. This 
“dysphoric” state entails feelings of frustration, irritability and restlessness, as opposed to 
feelings of extreme sadness and hopelessness. According to Simone, the MHCUs’ aggression 
would be directed at the people restraining them because “they fear [them]” (line 749) and 
would only be fighting to protect themselves. 
 
4.3.1.2.2 Inadequate security 
All of the participants felt that the level of security within the ward was inadequate and that 
they usually have to devise ways to protect themselves when in a compromised situation. It 
was indicated that there was one security guard at the entrance of the ward responsible for 
controlling access within the ward, as well as assist with physically restraining aggressive 
MHCUs. The participants relayed that one security guard has never been enough, because the 
assaults would have already occurred by the time the security guard arrives. The same was said 
about the external security company that is called for additional assistance. Due to the delayed 
security response, the RNs took it upon themselves to always have at least one male RN on 
duty on every shift, so as to assist with containing aggressive MHCUs. Sarah expressed that 
“when there’s male staff yes…although they are also exposed but at least as females we feel a 
bit secured” (lines 25-26). Lucia agreed with Sarah, indicating that she experiences MHCUs as 
being “reluctant to attack…or they will not even push boundaries because there is a male 
figure” (lines 150-151) present.   
Sarah reported feeling frustrated that there is no panic button for emergencies, which could 
make contact with security markedly more efficient (lines 29-30). According to the Policy 
Guidelines on 72-hour Assessment of Involuntary MHCUs (2012), psychiatric facilities should 





4.3.2 Effects of patient violent behaviour  
All of the participants disclosed having had direct encounters with MHCUs displaying violence 
and aggression within the ward and/or towards them. This can make the work environment 
demanding to navigate, and affects individuals in different ways.     
 
4.3.2.1 Physical 
The participants reported that part of dealing with uncontained MHCUs is being assaulted. For 
example, two of the participants indicated factors that provide an understanding of the 
MHCUs’ source of aggression by reframing it: 
Simone: 
…it’s a small place uhm, it would, I mean, aggravate some anger and frustration… (lines 
393-394). 
…most people that we have or that we’ve treated are involuntary (line 396). 
 
This creates an idea of the accommodative capacity of the ward. It is a closed ward and takes 
involuntary admissions. Sarah indicated that: 
 
…we understand that they are sick and there isn’t much that is going to be done. And 
furthermore when the patient is just so uhm aggressive, they later come to their senses 
to apologise or understand their wrong-doing (lines 41-44). 
Alice was in agreement, saying that:  
So we always on the watch-out because we know that even though they are not doing it 
because they want to, it’s because of the condition they are in (lines 165-166). 
 
The participants have all experienced aggression directed towards them, however not all of 
them shared the same sentiments as Simone, Sarah and Alice. For example, Lucia indicated 
that she has felt the need to take an assault case to the police. According to her evaluation, she 
expressed that the perpetrator had a fair amount of insight into his mental illness at the time of 
the assault. As such, he knew the actions he was performing when he acted in an aggressive 





…If at that time when you commit a crime, you know that you have a mental illness and 
you can act uhm in appreciation of your mental illness. Then you can be held criminally 
liable (lines 371-374). 
 
Despite the South African law pardoning MHCUs that lack insight and conduct themselves 
unlawfully, Lucia has felt that such incidents are not always fairly resolved, and considers 
herself a victim. It seems that Lucia has struggled with being apprehensive around inpatient 
MHCUs as she constantly felt the need to keep guard of herself. This likely explains why she 
has a preference for working in the outpatient department which is where she was stationed at 
the time of data collection.       
 
4.3.2.2 Emotional 
The participants’ experience of direct aggression and within the ward has left an emotional 
impact. When having to manage a violent MHCU or being the target of a violent outburst, 
uncomfortable emotional states arise. The emotion of fear was mentioned by three participants, 
all of which had different versions. 
Kevin indicated that he is often in a position where he has to intervene with managing violent 
MHCUs, because he is a male RN and his female counterparts rely on him for protection and 
physical strength to calm the situation. During these intense situations, he is singled out and 
approaches in the following manner:  
 
As if I’m not fearing anything but I knew there was something in the inside of me that “If 
he can grab you then what”? (line 1145). 
So hearing that and knowing that people are saying “you are harsh” you kind-of like eh 
think ahead to say “how many lives did I save by possessing this harsh character” so to 
speak? (lines 330-331). 
 
Alice reported feeling a sense of shock as she was relaying an incident of a MHCU who was 





So that patient grab that fire extinguisher. It was the big one. And then he hold it and he 
was like screaming and then he came towards us running. And then we were like, we 
didn’t know what to do. We had to run and close the duty-room and then he went and 
break that the basin there next to the nurses... (lines 196-202). 
We had to restrain. It was so shocking yoh! (line 224). 
 
It seems that Alice had a moment of disbelief because the incident was unexpected.  
 
4.3.3 Professional stigma 
All of the participants reported having experienced stigma related to mental illness. This was 
regarding their accounts of MHCUs’ experiences of stigmatisation as well as withstanding 
stigma as psychiatry RNs. Alice indicated her experience of stigma being amplified when a 
mental illness is comorbid with a substance use disorder (lines 104-105).  
In relation to professional stigma, Sarah reported the following:  
Uhm, I think we sort of like sort-of stigmatise them. You see there’s that term that we use 
like “ai, the drunk you know a junkie will always be a junkie” (lines 125-126). 
 
Sarah did not exclude herself, indicating that she too had a stigmatising attitude towards 
MHCUs with dual diagnosis prior to working in psychiatry. It seems that her experience of 
working with and knowledge of mental illness has shaped her to break the stigma and begin 
treating MHCUs with dignity and respect. This may even be a continuous and conscious 
process for her as a psychiatric RN. These are values that Kevin seemed to feel strongly about, 
as he often spoke about raising awareness of mental illness, even to his fellow colleagues within 
the hospital (lines 114-115,138-140). Labels ascribed to MHCUs perpetuates their 
marginalisation within the health system. Lucia was in agreement with Sarah, reporting that 
labelling of MHCUs often occurs from other health care professionals (lines 493-495). 




…they were treated as like outcasts (line 598)…I think the perception is still there. You 
know, once you mention psychiatry, psychology, anything psych then this person must be 
sick (lines 600-603). 
 
The participants are also affected by professional stigma as they continue to advocate for 
mental health awareness. These participants demonstrated an element of empathy towards 
MHCUs while sharing their experiences of stigma. This drove the point of human beings being 
valuable in general and ultimately should not be reduced to and be defined by illnesses from 
which they suffer. 
The participants also reported their direct experience of stigmatising attitudes from other health 
care professionals and their fellow RNs in different departments. The participants presented 
their accounts of working in psychiatry within the hospital. 
Alice: 
…they still see psychiatry as a, like we like in an island. It’s like we not in the same 
[hospital] eh ward 2. It’s like ward 2, the psych department is in an island somewhere... 
(lines 310-312). 
And then so, the minute they ask you, like they still stigmatise psychiatry department even 
as a hospital (line 314). 
 
Lucia:  
But generally in the hospital I don’t think that psychiatry is taken that seriously… (line 
225). 
Kevin also commented on his experience of being told that: 
…these patients will kill you, these patients are not normal, you will end up being mad 
yourself because you are taking care of these mad people (lines 444-445). 
Alice: 
To them the minute you say psychiatry, they will go to an extent to tell you that if you stay 
there long you will end up like them (lines 330-331)…the minute you say you a 




The excerpts above illustrate a stereotype that strips away the dignity of MHCUs because it 
describes them as “outcasts” (line 598) – as described by Simone – and communicates a 
condescending attitude towards anyone in association with psychiatry. Kevin further explained 
that he finds himself being cautious when interacting with other RNs, because even ordinary 
interactions are perceived as abnormal to them (lines 444-453). It seems that the participants 
struggle to assert their role as psychiatric RNs within the health care profession.   
Although the participants experience stigma in different ways, there seems to be a gap in RNs 
working with their colleagues to raise awareness and understanding of their role in psychiatry 
and the needs of MHCUs. 
 
4.3.4 Treatment non-compliance  
Non-compliance to treatment and the association to psychiatric admissions were noted. Simone 
indicated the following: 
With outpatients, mostly it would be that you know, somebody missed the medication, 
somebody not taken the medication, and then they usually readmitted as acutely ill (Lines 
369 – 370). 
There are various reasons for treatment compliance issues and the participants reported some 
of these based on their experiences.  
 
4.3.4.1 Stigma 
The effects of social and professional stigma can be a contributing factor to MHCUs not 
receiving treatment or returning to health care facilities for treatment. Non-compliance to 
treatment and the relapse of MHCUs is a challenge the participants reported. Lucia reported 
her experience of MHCUs informing her of their encounters of professional stigma, as such, 
finding it difficult to access treatment. She expressed the efforts she often makes to counter 
stigma by encouraging MHCUs to pursue treatment regardless of the judgement others may 
pass. Kevin expressed mental health stigma as being far worse than living with HIV: 
People cannot talk about it because once you talk about it, it’s like you, it’s more than 





In an attempt to normalise mental illness, Alice noted the importance of psychoeducation. She 
said: 
So changing that mentality is trying at least to put uhm, educate them to know that mental 
[illness] is still a sickness like diabetes. It’s any, it’s like any sickness like hypertension 
(lines 412-416). 
 
4.3.4.2 Misunderstanding mental illness 
Simone raised the concern regarding mental illness being misunderstood, and noted this as one 
of the reasons for non-compliance. She observed this lack of understanding to be at a national 
level, indicating that in South Africa “we do not understand mental illness” (lines 796-797). 
By not understanding mental illness, “you won’t be able to identify…even when you told of 
such, you really don’t believe it until, you know, until at times something worse happens” (lines 
801-803). Simone goes on to speak of misfortune to illustrate how awareness is sometimes 
raised, expressing that “somebody dies, somebody attempts to commit suicide, that okay 
somebody’s actually struggling” (line 806).  
Sarah was of the view that substance abuse is not regarded as a genuine problem. Like Simone, 
she also reported a lack of understanding on the part of health professionals “about how 
[MHCUs] feel or what do they experience especially with regard to substance” (line 84). She 
often wonders about their experience of using substances and what purpose it may serve for 
them because “most of [their] patients…do use substances” (line 85). Additionally, she seemed 
to wonder what more could be done for these MHCUs: 
We admit them, we treat them, try and equip them with the information maybe on the 
self-control and self-efficacy and all those things, but they keep on coming back. So we 
not sure whether we understand exactly what they are actually faced with… (lines 85-
89). 
 
Lucia agreed with this, indicating that “they come back with the same issues immediately after 
being discharged” (lines 419-420). 
Sarah came across feeling as though she has kept missing a vital aspect or is not “filtering 




psychiatry as a whole, placing this as a collective effort that needs to be made in an attempt to 
understand why substance misuse persists. Sarah has felt frustrated, and as though she has not 
done enough to assist this vulnerable patient group. Again empathy was highlighted, which is 
a characteristic health care professionals are encouraged to embody.  
 
4.3.4.3 Family involvement 
Three of the participants expressed their views on family involvement concerning treatment 
outcomes. This involvement can go both ways, negatively or positively impacting on the 
prognosis of the illness.  
Simone indicated that MHCUs with “good support systems” (line 667) are “usually at an 
advantage” (line 667) because “things are easier” (line 669) for them. Such a protective factor 
can buffer the effects that would otherwise impact negatively on the individual. Hence, Simone 
described the MHCUs’ treatment process as “easier”. The descriptive term “easier” involves 
these MHCUs being less likely to over-stay hospital admission, as they would have places of 
safety to go to after discharge, as well as an external support network to ensure that other 
beneficial services for the MHCUs are contacted.  
Kevin expressed that supportive families would assist in stigma reduction, as they would “not 
[be] rejecting” (line 650) of their loved ones, thus shrinking the labels of being defined as other 
or “it” (line 650).  
Conversely, Alice expressed that her experience is the opposite particularly when there is 
substance use involved. She stated that she does not see the impact of psychoeducation on 
families with a loved one that suffers from a comorbid substance use disorder. It seems that 
families are less tolerant of substance-related cases and are likely to be involved less or not at 
all in the recovery process. Alice: 
So there is somewhere a lack of support system and then that’s where the incompliance 
comes in… (line 116). 
 
4.3.4.4 Psychosocial factors 
The participants expressed the importance of a holistic approach to the treatment of MHCUs. 




those that are adverse and how these could negatively impact patient treatment. Lucia 
emphasized, “assess[ing] the patient as an individual and…treat[ing] them holistically” (line 
603). As noted above, Alice had highlighted her experience of a lack of family support with 
substance misuse cases. Other risk factors that were stated included the kinds of communities 
from which some of the MHCUs originate. Sarah expressed that “[they] discharge those 
patients back to the community, an environment that is not so conducive” (lines 197-198). 
Kevin noted the social distress that individuals face by being classified as MHCUs (social 
stigma). Therefore, their social status is disregarded.  
There were also factors such as poverty as indicated by Sarah, unemployment and “terrible” 
(line 630) child-rearing experiences, as indicated by Kevin. From Kevin’s account, he seemed 
to take pride in providing counsel to MHCUs who are feeling overwhelmed by stressors in 
their lives. He expressed that he often self-discloses about personal past experiences to his 
patients to give them a source of hope and/or motivation for their lives to change.  
Sarah expressed that these psychosocial factors could have likely lead the MHCUs to misuse 
substances, and that “[they] can try and do [their] part” (line 197) as RNs during the duration 
of admission. However, they cannot control the external factors that these patients face outside 
of the hospital. It seems that Sarah acknowledges the extent to which she can be of service to 
her patients, suggesting healthy professional boundaries.  
 
4.3.5 Compromised health care 
4.3.5.1 Inadequate treatment 
Three of the participants indicated that health care provision within the psychiatric ward is not 
ideal for MHCUs. Sarah noted that: 
...there’s a lot of things that are needed, they are there on paper but the monitoring and 
enforcing it’s not there (line 228). 
Sarah’s statement suggests a lack of accountability and numerous disappointments of 






Simone agreed, stating that:  
Execution of the plans, it becomes then a problem, because now either funds are not 
there, placements are not there… (line 689) … the queues are long to actually access the 
services (line 650). 
 
Accommodation of inpatient MHCUs was reported to be a concern, as the ward is classified as 
a 72-hour observation unit, however, this is not always the case. Due to the insufficiency of 
space in longer-term psychiatric facilities, the ward is forced to keep MHCUs who require 
long-term inpatient care. In such instances, Simone indicated that placements to “medical 
wards [are made]…which is probably not an environment conducive...for a psych patient” 
(lines 710-714). Alternatively, Sarah stated that MHCUs are discharged if they are assessed as 
having “insight about their condition” (line 15) and have “good support systems” (Simone, line 
667) that are able to ensure external assistance is sought once placements become available. 
Additionally, there are long waiting lists to access services from other professions during 
admission, which makes working part of a multidisciplinary team (MDT), for the MHCUs’ 
sake, incomplete. Simone expressed that:  
For instance, if you would refer somebody to social workers, it might take very long for 
them to actually access the service offered by social work (lines 653-654). 
Ultimately, there seems to be a gap in timeous all-round service provision for MHCUs. 
Although the services are available, access to those services is delayed. This gap increases the 
area for relapse and brings up the challenge of re-admissions, as indicated by Alice that 
approximately “80% of them are re-admissions” (line 120). 
 
4.3.5.2 Staff shortage 
A shortage of staff has been reported as a challenge in the nursing profession and was reflected 
by the participants. Kevin noted:  







Lucia expressed the following: 
And even if we say on a day that ja, there is a lot of staff today it’s still not enough (line 
124). 
 
Lucia’s statement captures the demanding role of RNs, and she described the ward as being 
“chaotic” (line 128) at times, suggesting that she may feel overwhelmed in her role to provide 
nursing care. This chaos is in the form of a “staff-patient ratio...[that] is very poor” (lines 23-
25) as indicated by Simone. There seems to be concern around the pressure that RNs face when 
treating MHCUs with limited staff available. There is a direct outcome of the quality of nursing 
care being compromised as a result. Additionally, Simone indicated that the more independent 
patients “in a way…[tend to] get neglected…not intentionally though” (lines 37-39). It seems 
she felt the need to include this disclaimer so as not to appear as though she is not fulfilling her 
nursing duties. However, MHCUs who have severe clinical presentations are prioritised.  
 
4.3.5.3 Inadequate dual diagnosis training 
Three of the participants expressed feelings of inadequacy about the level of dual diagnosis 
training within the B Cur curriculum. Lucia stated a concern that highlighted both the crucial 
need for appropriate knowledge on mental health, as well as the reality of mental illness not 
being prioritised within the health care system. She said: 
…I think the curriculum for nurses in terms of mental health should be reviewed. I do 
feel that it’s something that needs to be done as like a speciality (lines 310-312). 
…I think we still need to develop a lot. Especially in terms of mental health education 
(lines 252-254). 
As the interview continued, Lucia relayed a struggle with her level of competency to treat 
comorbid conditions when she began working in psychiatry. She said: 
Because all I know is how to deal with it on its own. But I cannot be, I can’t, I’m not, I 
wasn’t able to sort-of mesh the treatment… (lines 263-267). 
Sarah indicated that it is RNs working in specialised dual diagnosis facilities that are trained 
accordingly. However, “not really much” (line 71) at the tertiary hospital level. She emphasized 




institutions] don’t really allocate the staff to the rehabilitation units” (lines 75-76). Simone 
agreed with this, expressing that cases of dual diagnosis and the complexities involved “are 
things [that they] see as [they] go” (line 831) about working with MHCUs. Her description of 
these encounters suggests that learning about dual diagnosis occurs as and when MHCUs 
present with dual diagnoses and that substance-related factors are secondary to other 
psychiatric disorders within the curriculum. According to Alice, not enough provision is being 
made for dual diagnosis training stating that: 
…is it somewhere, somehow there’s somebody who is not doing their job (line 300). 
It is apparent that Alice views the inadequate provision of dual diagnosis health care as having 
a ripple effect, having been initiated by the “Mental Health Department” (line 308), which has 
affected the hospital’s provision of mental illness treatment and awareness and lastly, 
Psychiatry - Ward 2. Alice’s speech contained humour. Her laughing in this context suggested 
that she felt it easier to convey her truth as candidly as possible, without coming across as 
though she was raising a grievance.   
  
4.3.5.4 Limited continuous professional development (CPD) 
Four of the participants mentioned limited CPD prospects, particularly within their department. 
Sarah expressed that as staff members, they have attended in-service training sessions “but as 
for professional development or continuity, they have not really been considering psych as 
such” (lines 48-49). Her concern regarding the importance of including CPD was evident, as 
she mentioned that training was provided previously “more than 10 years ago” (lines 56-57). 
She added the following: 
I don’t think we receiving much information, especially or much training especially in 
the psychiatric units that are situated in general hospitals (lines 63-64). 
It seems important to Sarah that authorities such as the “mental health directorate” (line 56) 
revive training to “empower [RNs] on working with psychiatric patients” (line 57). Sarah 







Lucia expressed the following: 
They will have such programmes, but usually it’s, sometimes it’s (sigh), not relevant to 
you (line 215) …so most of the time it’s usually things that have nothing to do with 
psychiatry to be honest (line 221). 
According to Simone, “[she] wouldn’t say it’s out there” (line 151) and the department has a 
focus on “day-to-day nursing duties” (line 154), not necessarily specific to dual diagnosis.  
Kevin raised another challenge, stating that the prospects for RNs wanting to work in 
psychiatry are slim. He seemed discouraged by this as he had already indicated the plight of 
mental illness and substance misuse in South Africa. He said: 
…the people that are taken to specialise at Psych, I think the opportunities are very 
limited (lines 475-476)…I think even our government is not aware of substance. It’s a 
serial killer in the country hence there are no posts that are really giving nurses an 
opportunity to go study in this substance related courses in order to bring awareness 
(lines 486-491). 
Kevin concluded that this is a problem within the health system and reiterates Simone’s view 
of South Africa “not understand[ing] mental illness” (lines 796-797). 
Kevin highlighted substance misuse to be a great concern among MHCUs. Other participants 
shared the same sentiments. Lucia expressed that “everyday there’s a new substance that comes 
with its own symptoms, its own presentation” (lines 529-531) and due to this, she “need[s] to 
renew [her] knowledge” (line 534) and “know about these substances” (line 534-535). 
For Lucia, keeping abreast with novel substances would assist her with managing and treating 
dual diagnosis MHCUs. Substances evolve, therefore, she feels it would be helpful to have 
regular training. For Kevin, the mixing of substances makes treatment complex and he stated 
that “[they] are failing to…detoxify patients” (line 579) as a result. This supports Lucia’s call 
to have frequent training of substances and dual diagnosis. 
 
4.3.6 Devaluation of the RN 
4.3.6.1 Treatment exclusion  
Three of the participants spoke of their experiences of feeling excluded from patient treatment 




So inclusion really, it’s not really, we are not really included in that (line 179). 
Her hesitant speech conveys a sense of struggle in her role as a RN within a MDT and the 
repetition of “really” carries a sense of uncertainty that Lucia seems to have about her role. 
Nonetheless, Lucia expressed that she often raised her concerns and opinions about MHCUs 
she treated during MDT meetings. It seemed that she was determined and it has been important 
for her to assert her position as a valuable member of the MDT as she refused to be alienated 
from her job. She would tell the MDT that: 
…these are my issues with that, these are my problems with the patients. Can you please 
do this and this? (lines 192-195). 
She indicated that she did not “just take, receive, and do” (line 199), instead she was “actively 
participating” (line 197). If she did not do this, the following would result for her: 
But also I personally, I feel that if you as a nurse you’re not taking charge then you will 
obviously be sidelined (lines 184-186).  
It seems that Simone has felt side-lined as she expressed the following:  
…with the practical things uhm, you know nurses are basically treated as uhm, I’m not 
sure, like as servants to the MDT in a way you know. At times your voice doesn’t really 
matter. Yes it doesn’t, okay they would ask you for your opinion as a nurse I mean you 
there pretty much most of the time for with the patients as compared to any of the other 
(pause) I mean members of the team, but then when it comes to opinions to how can we 
best care for this patient now? I don’t think we properly, like I don’t think we matter that 
much... (lines 287-297). 
From this, it is apparent that Simone has not felt incorporated into the MDT. She made use of 
the term “servant” that has a condescending connotation and indicates that she has not felt 
valued and appreciated as a health professional. To navigate this, she “squeeze[s] [her]self in 
there like to be heard” (line 313) by seeking alternative ways to communicate her opinions 
outside of the MDT.   
For Kevin, treatment exclusion has taken away from his innovative and creative inclination 
when managing MHCUs: 
I am not involved in the management of the patient because I’m trying to implement these 





For all three participants, phrases such as “taking charge” (Lucia, line 184), “squeeze yourself 
in there” (Simone, line 313) and “I’m trying” (Kevin, line 109) indicate a sense of working on 
the margins, as they feel they are invisible to their colleagues and they often invest energy in 
pursuit of acknowledgement of their role.  
 
4.3.6.2 Lack of support from authorities 
Two of the participants experienced feeling unsupported by relevant authorities with regard to 
working with MHCUs. One of the participants felt the need to maintain a hierarchy that 
management has put in place.  
For Kevin, it appears that there is a lack of support evidenced in not having a platform to 
provide input about managing his patients, and being unable to make immediate changes where 
he sees fit, even though it would be for the benefit of the MHCU. He said the following: 
The matrons you find that they are in the offices they don’t know what is happening at 
the ground level (line 101). You find that they dispute what you want to do, the 
improvement that you want to come with, they dispute them or they give you reasons as 
to “we cannot manage to do this”… (lines 97-98). 
…or rather they delay to respond, at the end of the day, if you implement without their 
approval even though there’s no harm, whenever they come they will always crush you. 
It’s like you have done sin that is unforgivable (lines 106-107). 
 
In the former excerpt, it seems that working with MHCUs directly provides Kevin with an 
intimate understanding of what their needs are. He feels that management does not have this 
perspective, and thus cannot meet their exact needs.  
The latter excerpt indicates a management system that Kevin experiences as lacking openness 
to innovation, improvisation, and is rigid. There is the sense here that he constantly feels his 
being adamant is hopeless, because he will not get to make final decisions regarding MHCUs 
within the ward. However, Simone appeared to observe protocol and acknowledged the 




It would be easier, but then also it might just complicate, I understand why you then have 
to go through those channels like from one manager to the other…(lines 76-79). 
 
She seems to have a clear understanding of her role in relation to hospital management. There 
is a sense of respect and caution not to interfere with the protocol.   
Alice expressed a desire to have hospital authorities involved in raising awareness about mental 
illness in order to reduce stigma. She indicated the following as a change she would make 
within the hospital: 
…trying to re-emphasize even to our matrons, even to our managers, just to re-emphasize 
that Psychiatry is not an island. It’s a ward like any other wards… (lines 402-405). 
 
Under this superordinate theme, there was a sense of participants feeling demoralised about 
treatment exclusion and underlying powerlessness in their cry for support. 
 
4.3.7 Alternative Treatment 
This superordinate theme captures a general sense of opposition toward alternative treatment 
from four of the five RNs. Alternative treatment included traditional and spiritual interventions, 
although there was a strong focus on traditional interventions in the interviews. 
 
4.3.7.1 Not an open book 
Four of the participants spoke of alternative treatments not being incorporated within the 
hospital, primarily due to their lack of “scientific” (Simone, line 877) and “measured” (Alice, 
line 662) characteristics. 
Lucia expressed that “a lot of ethical issues would [a]rise” (line 746) if alternative treatments 
were to be incorporated within patient treatment in the hospital. She referred particularly to 
traditional medical interventions and it appeared that such interventions or practices would 
cause ethical controversy in relation to Western medicine. She hypothesized the following:  
…it would also be a thing of competition and proving your theory to be true and 
disqualifying the other one (line 757). There wouldn’t be teamwork. There wouldn’t be a 





Following the above view of traditional medical interventions within Western medicine, Lucia 
additionally indicated the importance of assessing MHCUs to ascertain whether traditional 
interventions are a viable option for them or not. Therefore, she believes that this would be 
“holistically treating the patient” (line 694).  
Alice was more contextual, stating that she does not experience the hospital as forthcoming to 
alternative treatments. She said the following:  
They say they are - their doors are open for anything that you can come and tell them 
they will try it but which is other way around. Because the minute you become open and 
you put your views or the way you see things and you think they can be done, (sigh) it’s 
not like 120% that you won’t be victimized (lines 529-536)…if you find yourself busy 
being vocal or telling them about openness and transparency, it’s not an open book. It’s 
like politics and politicians... (lines 544-545). 
 
She gives a sense that the hospital initially gave an impression of being accepting of alternative 
treatments for when a need would arise, however, when a need did arise, the hospital then 
refuted. She appeared to be sitting with a double bind regarding this matter. In an attempt to 
stay clear of trouble, she laughingly said; “I will be far away from it” (line 547). Her laughing 
the matter off may be her way of dealing with the distress of receiving incongruent and 
conflicting messages from hospital authorities. 
Simone seemed surprised by the question of how open the hospital is with incorporating 
alternative treatment methods for MHCUs. She said the following: 
Wait, wait, wait. When you saying alternative treatment, are you also speaking of our 
traditional…? (laughs) (line 870). 
 
She enquired what ‘alternative treatment’ meant for clarity. Simone laughed at this, because 
she may have thought it was a given, even for the researcher, for traditional interventions not 
to be readily accepted in Western medicine. This was apparent when she said: 
Uhm I’m not sure if there is a health care facility out there that is actually open open to 





The excerpt above links with Alice’s statement of the hospital giving mixed messages about 
being accepting of alternative treatment. Simone was not referring to this, although for Simone, 
the facility may not be as “open open” to this as it has presented itself to be. She instead was 
referring to the following:  
We don’t disregard traditional treatment. The only thing what we advise is don’t do both 
at the same time (line 903). 
 
It seems the advice provided to MHCUs is what she meant by health care facilities not being 
“open open” to traditional treatments, although operate with the awareness that some 
individuals do make use of it.  Sarah agreed with Simone, stating that she is “not so sure 
whether the hospital has that option open” (line 237). She went on to say the following:  
Although we embrace these cultures but we always make the families aware that or try 
and educate the families not to stop treatment. They can use them concurrently (lines 
260-261). 
Despite the lack of a clear go-ahead from the hospital, Sarah seemed not to oppose MHCUs’ 
beliefs and wishes to use alternative treatment. She also stated that both Western treatments 
can be used with alternative treatments, which contributes to increased compliance.   
 
4.3.7.2 Embracing beliefs 
Kevin was the only participant that indicated having experienced alternative interventions 
being used “right in [the Psychiatric] ward” (line 1250) as he has “witnessed it” (line 1250). 
He appeared comfortable with making alternative suggestions to families and MHCUs that 
subjectively require such services. Especially, when “[they] are in between” (line 1231) 
regarding a given clinical presentation and an external system would “come in for the benefit 
of the patient” (lines 1208-1209). For example: 
And then we do tell them that “tell your family to come with your pastor…so your pastor 
is not going to pray for everyone, but your pastor will pray for you because you 







He also stated a level of openness that the MDT has regarding alternative opinions for MHCUs:  
So there were times when they would literally call a traditional healer that they know of 
in order to come and sit in the multi-disciplinary team, have this patient that is having 
this belief, interview the patient. The traditional healer will interview the patient and the 
patient will disclose whatever (lines 1195-1203).  
 
Kevin explained that his experience of a traditional healer providing input within a MDT was 
in the form of a psychologist who happened to have also trained as a traditional healer. 
According to him, it was not frowned upon when the psychologist provided a traditional 
perspective and cultural conceptualisation of the MHCU’s illness. The traditional perspective 
seemed to have been used to broaden the MDT’s understanding of the MHCU’s presentation. 
Despite this, there was no indication of whether the traditional medicinal treatment was used 
concurrently. For Kevin, it seemed that alternative interventions were useful, and he was open 
to integrating them into patient treatment provided there is no harm to the MHCUs.  
 
4.4 SUMMARY  
The importance of advocating for MHCUs and highlighting the gravity of mental illness and 
substance misuse was apparent throughout the RNs’ experiences. Despite their reality of 
complex MHCU dynamics – the intricacies of treatment, the associated stigma, issues of safety 
as well as generally feeling unrecognised and undertrained within their role as psychiatric RNs 
- they persevere within the discipline because of the passion that drives them. The following 















The aim of this chapter is to reflect on the research findings in relation to reviewed literature 
in the field. The findings emerged from the lived experiences of RNs in treating MHCUs with 
dual diagnosis. From the interpretative analysis, seven superordinate themes emerged that 
formed a greater understanding of the RNs’ lived experiences. The accompanying subthemes 
have been incorporated into the superordinate themes. The following superordinate themes are 
presented and discussed throughout the chapter:  
Theme 1: Lack of safety within the ward 
Theme 2: Effects of patient violent behaviour  
Theme 3: Professional stigma  
Theme 4: Treatment non-compliance  
Theme 5: Compromised health care 
Theme 6: Devaluation of the RN 
Theme 7: Alternative Treatment 
 
5.2 DISCUSSION OF THEMES  
5.2.1 Lack of safety within the ward 
The first theme related to an overall concern for safety within the psychiatric ward. This 
included the safety of MHCUs, RNs, as well as the physical conditions of the ward. The RNs 
indicated that they often deal with patient aggression and Alice described MHCUs as “very 
much unpredictable” (line 163). The RNs’ experience of unpredictable aggressive behaviour 
within the ward is similar to findings from studies by Poggenpoel et al. (2011), Sobekwa and 
Arunachallam (2015), as well as Tema et al. (2018). The Policy Guidelines on 72-hour 




required to provide separate male and female units. However, at the time that the research 
interviews were conducted, the psychiatric ward was mixed due to renovations being done on 
the ward. The RNs had to be extra observant of MHCUs and how they related to each other. 
Kevin and Lucia raised the issue of hypersexual MHCUs and the consequences of this. For 
Lucia, being female working in such a setting, she felt the “need to look out for [her]self” (Line 
132) because she felt she could not trust the MHCUs. Tema, Poggenpoel and Myburgh (2011) 
stated that trust is betrayed within the nurse-patient relationship due to unpredictable, hostile 
behaviour. Research shows that female nurses are more at risk of being sexually assaulted by 
patients (Spector, Zhou & Che, 2014). Additionally, with the MHCUs described as being 
unpredictable, this had resulted in feelings of fear when interacting with them (Tema et al., 
2011).  
The RNs indicated that security within the ward is not substantial and that there is a lack of 
safety precautions in place when emergencies arise. This puts them, as well as other MHCUs, 
in danger when faced with aggressive patients. This contradicts the stipulations appearing in 
the Policy Guidelines on 72-hour Assessment of Involuntary Mental Health Care Users (DoH, 
2012). These guidelines note that mental health care facilities should have security that is adept 
and sufficient to ensure the safety of RNs and MHCUs. As a viable safety measure, at least one 
male RN is allocated to work at every shift. Lucia stated that MHCUs are “reluctant to 
attack…or they will not even push boundaries because there is a male figure” (Lines 150-151). 
Findings from the study by Tema and colleagues (2011) supports this, indicating that female 
RNs working in a forensic setting felt more at ease when working with a male RN on shift, as 
MHCUs are considered less likely to display aggressive behaviour.  
Working with such a vulnerable patient population, the participants felt that part of their 
nursing duty is being accountable for the safety of MHCUs on the ward. As nursing staff, they 
have implemented safety measures, however expressed that these have not been sufficient. 
Moreover, that the hospital has not provided the necessary assistance, despite the reported 
incidents of injuries and assault. The incidents of assault on the ward, the inadequate security 
and sexual advances towards female RNs makes treating MHCUs difficult and therefore, 
affects the care provided negatively. They described their workplace as unsafe and unpleasant. 
As such, a conducive work environment would entail the implementation of stricter safety 
measures that meet the needs of the vulnerable MHCUs as well as the RNs providing care on 




5.2.2 Effects of patient violent behaviour 
Despite the RNs’ awareness of there being a possibility for MHCUs displaying aggressive 
behaviour, it still makes the work environment difficult to manoeuvre (Tema et al., 2018). 
Sarah, Simone and Alice understood MHCUs’ aggression to be feelings of frustration and 
anger from involuntarily admission. Furthermore, as RNs, they understood that MHCUs are 
suffering from an illness and that it is not entirely their fault of which Swanepoel (2015) also 
noted. Tema and colleagues (2011) describe this as the use of defense mechanisms to cope with 
the stressful environment. As such, the MHCUs’ behaviour is excused by rationalizing it and 
suppressing the effects of the behaviour.  
However, Lucia felt differently about this. She seemed to have sat with a great amount of anger 
towards a MHCU that once assaulted her. She stated that some MHCUs use their illness as an 
excuse to get away with their hostile behaviour towards RNs because they are aware that they 
will likely be deemed unfit to account for their actions (Swanepoel, 2015). This is also 
supported by findings from Tema et al. (2011). With incidents of RNs having been physically 
assaulted and bullied verbally, the RNs are affected emotionally. Working in a state of fear and 
vigilance was reported by all of the participants. Findings from Johansson and Wiklund-Gustin 
(2016), Poggenpoel et al. (2011), Tema et al. (2018) as well as Sobekwa and Arunachallam 
(2015) noted this to be the case as well. Suppressing these emotions, as mentioned before, puts 
them at risk of harm to their emotional wellbeing. When RNs experience such incidents, the 
nurse-patient relationship is affected negatively (Nesengani et al., 2019) as was the case for 
Lucia. 
With Kevin being the only male RNs out of the five participants, he noted that as a male RN, 
he often carries the responsibility of handling aggressive MHCUs. He reported that when he 
intervenes, he is also scared and fears being injured. This was also reported by male participants 
in the study by Tema et al. (2011). Kevin may be fearful in such instances, however he seems 
to commit himself to managing intense situations in any possible way as long as it is for the 
best interest of the MHCU.  
As the RNs have gone about their nursing duties on the ward, hostile behaviour by MHCUs 
towards nursing staff has been an emotionally taxing experience. Feelings of fear have been 
created within the treatment environment and at times, this fear has lingered on long after an 
incident, negatively affecting how RNs relate to MHCUs on the ward. Therefore, engaging 




confusion, being unsettled and a need to take caution when on the ward. Such experiences 
make it difficult to be present and provide effective treatment to patients. Offering support to 
RNs in the form of psychological services and encouraging support amongst RNs would be 
beneficial to their wellbeing and occupational functioning.  
 
5.2.3 Professional stigma 
All of the participants indicated their experience of mental health stigma being a vast problem 
that affects how mental illness is perceived in the health sector and its treatment thereof 
(Ahmedani, 2011). Mental health stigma is a significant barrier to individuals not receiving the 
treatment they require (Abdullah & Brown, 2020). This subsequently adds to the burden of 
disease experienced within the health sector (Ahmedani, 2011). 
Under this superordinate theme, the RNs highlighted the reality of stigma portrayed by health 
care professionals towards MHCUs, which undermines the diagnosis and successful treatment 
of MHCUs with dual diagnosis. Professional stigma was noted in particular towards MHCUs 
with a substance use disorder (Van Boekel et al., 2013). It was apparent that the RNs have 
experienced labeling and marginalization of MHCUs by RNs in other departments. There 
continues to be remarks passed about MHCUs such as “uyahlanya lo” (Lucia, line 461) – 
directly translated as ‘this one is crazy’. These remarks are sometimes made in front of the 
MHCUs, without any regard for how they may be affected. The remark “a junkie will always 
be a junkie” (Sarah, line 126) implies an unwillingness to work with MHCUs with a dual 
diagnosis.  
Additionally, the participants highlighted their experience of RNs in other specialties being 
prejudice against RNs in psychiatry, as was also reported by Ross and Goldner (2009). The 
participants felt that the prejudice is connected to their association to psychiatry and advocacy 
for mental health. Two of the RNs relayed that the hospital exhibits a stigmatizing perception 
towards the psychiatry ward as a whole. As a result of this, the RNs working in psychiatry feel 
that they are stereotyped, and that their role as RNs in psychiatry is trivialized by fellow 
colleagues. There is a clear lack of prioritisation of mental health education, prevention and 
awareness within public health care facilities (Docrat et al., 2019; MHPF, 2012). These 
stigmatizing stereotypes are thought to be maintained due to the extent to which psychiatric 
facilities and MHCU populations have been isolated from the general population (Ross & 




The RNs seem to be receiving double bind messages within their profession. On the one hand, 
there is a call to continually raise awareness about mental illness within the public health sector. 
On the other hand, they keep experiencing professional stigma within their place of work from 
their colleagues and superiors, as a result of being associated with psychiatry. Additionally, 
there is a general sense of reluctance and lack of empathy towards MHCUs - especially those 
with substance use disorders - that is reflected by health professionals not affiliated to 
psychiatry. 
 
5.2.4 Treatment non-compliance 
Non-compliance to treatment has been a challenge among MHCUs with dual diagnosis and the 
RNs in this study indicated this too. Non-compliance to treatment results in the initial treatment 
provided to MHCUs being ineffective (Lachman et al., 2012) and exacerbates the burden of 
disease in the country. With the initial treatment response being prolonged and the poor 
integration of simultaneous treatment from the Health and Social Development departments, 
treatment is a complex process (Lachman et al., 2012) that subsequently increases the chances 
of non-compliance. Ultimately, costs to the public health sector are increased as the limited 
resources available are not used effectively, and MHCUs’ conditions worsen, likely requiring 
hospital admission at a later stage (Sickel, Seacat & Nabors, 2014).  
The participants provided various reasons, according to their experiences, for why treatment 
non-compliance persists among MHCUs with dual diagnosis. Three of the RNs reported stigma 
to be a contributing factor. As indicated earlier, professional stigma has a direct negative effect 
on MHCUs’ likelihood to seek and continue with treatment (Ahmedani, 2011; Sickel et al., 
2014). Social stigma, regarded as being structurally embedded within society, compounds the 
problem. Simone stated that mental illness seems to be misunderstood, and that a lack of 
information and ignorance is what may be preventing individuals from recognizing the 
presence of mental health issues (Abdullah & Brown, 2020). Additionally, Sarah noted that the 
presence of a substance use disorder results in the patients’ illness being disregarded, and the 
MHCUs’ illness being perceived as self-inflicted (Johansson & Wiklund-Gustin, 2016; Van 
Boekel et al., 2013). While MHCUs with a dual diagnosis may feel ostracized for living with 
mental illness, Lucia stated that she “force[s] a person to take medication” (line 320), 




An objective of the MHPF (2013) is to curb stigma, and to create awareness about mental 
health within society. Kevin made a comparison of mental illness being perceived to be far 
worse than HIV. With this comparison, an understanding of the extent of discrimination that 
MHCUs receive was created. Meaning that, individuals are afraid to speak candidly about their 
psychological struggles due to their fear of being judged. However, people around them are 
unable to identify that there might be a problem because they do not know what to look out for. 
This beckons a need for mental health education, as communities would be empowered to be 
a form of support to MHCUs. In turn, the importance of treatment compliance would be 
understood. To a certain degree, communities would be an extension of health care services 
(MHPF, 2013).    
Family involvement and support of a loved ones’ treatment puts the MHCUs “at an advantage” 
(Simone, line 667). Two RNs indicated that these MHCUs are likely to commence and continue 
with treatment due to this protective factor (Pérez-López et al., 2018). However, not all families 
are present during patient treatment. Alice indicated that from her experience, MHCUs with a 
comorbid mental illness and substance use disorder receive less support from their families, as 
a result of their illness being perceived as self-inflicted (Johansson & Wiklund-Gustin, 2016). 
Literature reviewed by Pérez-López and colleagues (2018) showed that families that have a 
member with dual diagnosis face communication and cohesion difficulties. These difficulties 
seem to be related to the stigma attached to substance use disorders being seen as self-inflicted, 
as well as the behavioural challenges of substance use. These families struggle with relating 
positively to the individual affected by dual diagnosis because the illness causes strain within 
the family, resulting in reduced tolerance for that individual. The lack of support contributes 
negatively to treatment outcomes, therefore, relapse and rehospitalisation are likely to occur 
with the additional psychological distress of battling illness alone (Pérez-López et al., 2018). 
The RNs also stated that psychosocial factors need to be considered when treating MHCUs. 
The presence of adverse psychosocial factors may impact negatively on the patients’ treatment 
outcomes, most likely resulting in a poor prognosis. This indicates how an individual’s 
biological, psychological and social contexts can directly affect treatment outcomes as well as 
the importance of considering them during treatment (Leemrijse et al., (2018). These are 
circumstances the RNs cannot change, however, they remain cognizant of them as risk factors 





5.2.5 Compromised health care 
With South Africa being a LMIC burdened with disease and approximately 84% of its 
population making use of the public health care system (Docrat et al., 2019), service provision 
is greatly affected. In line with an overburdened public health system, inadequate treatment of 
MHCUs emerged as a subtheme. Sarah and Simone alluded that there is a problem related to 
the execution of service provision plans, despite there being policies stipulating efficient 
guidelines. As indicated in Chapter 2, Docrat et al. (2019) noted that South Africa has 
promulgated the MHPF and the MHCA, although implementation of the guidelines is lacking. 
These guidelines are provided to aid decision making that is geared towards the improvement 
of treatment interventions, rehabilitation, prevention, and promotion of mental health. If these 
guidelines are consulted and sufficient funding is made available for implementation, there 
would be transformation in public mental health services.  
Furthermore, Simone noted that there remains the challenge of long waiting lists to access 
professionals in other departments, rehabilitation facilities, and long-term mental health 
facilities (Conway-Smith, 2013; Myers, Louw & Fakier, 2008). This results in the premature 
discharge of MHCUs, and ultimately frequent readmissions, as mentioned by Alice. The SANC 
report (2018) indicated that a lack of resources and infrastructure contributes to poor service 
delivery. Therefore, for as long as there are insufficient budget allocations towards public 
mental health services, there will continue to be obstacles towards the improvement and 
transformation of those services (Docrat et al., 2019). 
A shortage of nurses was raised by the participants in this study and has been noted in literature 
(Nesengani et al., 2018; Rispeli & Bruce, 2014). Kevin noted the shortage of staff as “forever 
the song of everyone in every department”, indicating that it has been a long-standing problem. 
Tema et al. (2011) noted a shortage, particularly in male nurses within psychiatric units, as the 
female nurses experience difficulty with handling aggressive MHCUs. Docrat et al. (2019) 
found a fairly good coverage of nurses nationally, however, it was noted that this coverage may 
not necessarily be inclusive of psychiatric nurses. As such, there remains a need for specialist 
nurses with training in advanced psychiatry.  
The RNs indicated a need for the nursing curriculum to include training related to dual 
diagnosis, because they are often faced with MHCUs presenting with a dual diagnosis. Overall, 
they felt that the training is inadequate. Lucia expressed her feelings of incompetence with 




that dual diagnosis training hardly takes place at the tertiary hospital level. Findings from a 
study by Tema et al. (2011) revealed that nurses felt they were not skilled or knowledgeable 
enough to provide appropriate and effective care to MHCUs in a forensic setting. Such settings 
are for long-term admissions, where Sarah indicated dual diagnosis training is provided to the 
psychiatric nurses. However, according to the study mentioned above, it seems this is not 
necessarily the case. If nurses working in specialized settings such as forensic units do not feel 
equipped to treat MHCUs, it is then questioned how RNs working in general hospitals are 
expected to deliver effective treatment to MHCUs. For this reason, a greater investment in 
nursing training is required that is aimed at uplifting the skills and competency of RNs to 
effectively treat MHCUs.   
In addition to inadequate dual diagnosis training, the RNs indicated that they have limited CPD 
opportunities. Particularly within psychiatry, because the workshops offered by the hospital are 
not relevant to their discipline. If they would like to advance their studies, they do so of their 
own accord. The RNs are exposed to various substance combinations as the MHCUs present 
with dual diagnosis. Approximately 30 unique combinations of multiple substances were 
reported among MHCUs based in Kwa-Zulu Natal in a study conducted by Davis et al. (2016). 
Poly-substance use among MHCUs makes treatment of dual diagnosis even more complicated, 
due to the differences in substance interactions and the way in which that may affect patient 
presentation (NIDA, 2018; SAMHSA, 2016). Therefore, there is a need for RNs to receive 
ongoing dual diagnosis training on substances, poly-substance use and how these relate to 
mental illness and patient presentation.    
 
5.2.6 Devaluation of the RN 
The participants felt that their role as health care professionals has not been acknowledged 
within their MDT. They have not felt valued for the work that they do and felt that no room 
has been provided for their input regarding patient treatment (Ross & Goldner, 2009). At times, 
they have resorted to informal conversations with treating psychiatrists in the ward as a means 
to give input regarding MHCUs’ treatment. With the RNs feeling unappreciated and that there 
is a lack of respect for their area of specialization, low job satisfaction is a consequence. Added 
to aspects relating to low job satisfaction are the challenges related to resources, management, 




The RNs indicated that the stressful, non-conducive work environment includes a lack of 
support from authorities. Tema and colleagues (2011) found the nurses in their study to report 
a similar experience. This includes a lack of emotional support when there are incidents of 
assault by MHCUs (Chu & Galang, 2013), as well as management that is not open to the RNs’ 
input regarding the MHCUs on the ward, and how the ward functions. Nurses in the Nesengani 
et al. (2018) study reported a working environment that was conducive and indicated that it 
was a result of the presence of management that was supportive and involved. Ngako et al. 
(2012) indicated this as well. Hence, there is a need to identify aspects of job satisfaction that 
can be addressed within the immediate work environment in order to improve the RNs’ morale 
and dedication for the work that they do.  
 
5.2.7 Alternative treatment 
Four of the RNs reported that alternative treatment is not accepted within the mainstream 
mental health care system, owing to the lack of scientific and non-measured properties. 
Interestingly, one RN noted that the hospital provides mixed messages about alternative 
treatment, following her experience of negative feedback from management after suggesting 
alternative treatment for a MHCU. This was despite management having indicated that they 
would be open to any suggestions regarding MHCUs. Conversely, one RN indicated that the 
hospital is open to alternative treatment for MHCUs with traditional and spiritual beliefs as he 
has experienced such interventions within the ward. Campbell-Hall et al. (2010) considers this 
to be embracing collaborative care because the individual would be treated holistically and in 
accordance to his/her belief system. Ultimately, this would be to benefit the MHCU, as a result 
of the tailored treatment goals (SAMHSA, 2016).   
Alternative treatment may not always be readily accepted within Western medicine, although 
the RNs indicated that they are aware that it is an option for some MHCUs. As such, they 
cannot simply be ignorant of it as though it is not utilized. Davies et al. (2016) noted that 
traditional practitioners are highly sought after for assistance regarding mental illness.    
 
5.3 SUMMARY 
This chapter entailed a discussion of the research findings in relation to literature, regarding 
the experiences of RNs in treating MHCUs with dual diagnosis in public health care.  From the 




the ward; Effects of patient violent behaviour; Professional stigma; Treatment non-compliance; 
Compromised health care; Devaluation of the RN; Alternative Treatment. The discussion 
integrated the superordinate themes with the corresponding subthemes. 
Findings showed that all of the participants reported safety concerns within the ward. The lack 
of restraints and lack of maintenance to damaged property poses harm to MHCUs at risk of 
committing suicide and/or absconding. While the consequences of treating MHCUs presenting 
with hypersexuality in a mixed ward have put RNs and other MHCUs at risk of harm too. 
Moreover, treating MHCUs described as unpredictable and the inadequate security on the ward 
make for a tough work environment. The RNs have taken an emotional toll as a result of the 
hostile environment as well as not being provided with psychological support. The effects of 
violent patient behaviour has taken an emotional toll on the RNs and has affected the way in 
which they provide treatment.  
With regards to MHCUs, non-compliance to treatment was noted as a significant challenge, 
which gives rise to high readmission rates. MHCUs experiencing adverse psychosocial factors 
and those particularly without family support, often default on treatment. Psychoeducation 
provided to communities could serve as a preventative and protective measure for MHCUs in 
need of support. Significant from the findings, was the level of professional stigma that the 
MHCUs and RNs have experienced from health care professionals and the hospital. This 
stigma has left RNs desolate in their pursuit of raising awareness around mental illness. 
Moreover, they have felt unappreciated and unsupported in their role as psychiatric RNs, 
contributing to low job satisfaction.  
There seemed to be a general aversion regarding alternative treatment for MHCUs, despite the 
reality that alternative treatment methods are being practiced by MHCUs. Therefore, four of 
the five RNs indicated that combined use of the two treatments would be beneficial for 
compliance purposes. Interestingly, one RN countered the other participants, indicating the 
conspicuous use of alternative treatment within the hospital for the benefit of MHCUs in need 
of alternative treatment. The participants all had different experiences to share, however, what 
was common amongst them was their patient advocacy and commitment to raise mental health 
awareness. 







CONCLUSION AND RECOMMENDATIONS 
 
6.1 INTRODUCTION  
This chapter aims to present the main conclusions of the research study, through a discussion 
of the key elements from the reviewed literature and research findings. Additionally, the 
limitations of the study as well as recommendations will be included.  
 
6.2 REFLECTION OF RESEARCH PROCESS  
The aim of this study was to investigate and understand the experiences of RNs in treating 
MHCUs with dual diagnosis at a tertiary hospital in Johannesburg. The objectives were to 
ascertain an understanding of the RNs’ lived experiences in the public health care sector related 
to their overall working environment and challenges when treating MHCUs with dual 
diagnosis. Five RNs, who were purposively selected, were provided a platform to relay their 
work related challenges and perspectives on dual diagnosis. Invaluable accounts were 
provided, each very unique, yet interestingly interconnected in meaning. Obtaining the sample 
for the research study was met with ease, as the participants were open to sharing their 
experiences. As the researcher, I was eager to listen to their stories and acknowledge their 
views. Their shared conviction of raising awareness about mental illness as well as combating 
stigma stood out significantly.  
The interpretative analysis was the most challenging and time intensive, however, it was an 
invaluable task, as it was a learning experience for me as a researcher. During the analysis, the 
role of RNs appeared to be multifaceted given the themes that emerged from their experiences. 
It seemed that the RNs have had to possess a certain level of personal commitment and 
resilience in their capacity to treat MHCUs with dual diagnosis. as well as endure the challenges 
that come with it. The challenges experienced have been met with predominately feelings of 
being unsupported, misunderstood, and undervalued as RNs in psychiatry. Despite this, they 




6.3 OVERVIEW OF THE LITERATURE 
The literature review encompassed mental disorders, substance use and abuse, and dual 
diagnosis all within the South African context. These subjects were explored in detail, 
uncovering the devastating reality of disease burden among South African citizens. The 
National Mental Health Policy Framework and Strategic Plan 2013-2020 (MHPF, 2013) was 
proposed as a means to improve mental health care service provision through community-based 
care. However, South Africa’s public mental health care system has not yet taken the necessary 
measures, and there continues to be obstacles related to public health sector transformation and 
inadequate budget allocations (Docrat et al., 2019). 
The literature indicated a high prevalence of comorbid mental disorders and substance use 
disorders among MHCUs (Davis et al., 2016; Lachman, Nassen, Hawkridge & Emsley, 2012). 
Risk factors such as unemployment, poverty (Conway-Smith, 2013), crime (Makhubela, 2013), 
lack of family support and strained relations (Pérez-López et al., 2018) were noted to be 
associated with MHCUs with comorbid substance use disorders. The most common mental 
illnesses reported include depression, anxiety, bipolar disorder, schizophrenia, and substance 
use disorders (WHO, 2010). South Africa has been reported as having a drug consumption rate 
twice that of the global average (UN World Drug Report, 2014). Cannabis, methamphetamine, 
heroin, cocaine (UN World Drug Report, 2014), alcohol (Myers et al., 2012) and nyaope 
(Peltzer & Phaswana-Mafuya, 2018) are reported to be commonly abused in South Africa.  
RNs acknowledged the difficulty of dealing with dual diagnosis MHCUs and the negative 
attitudes associated with substance use disorders (Nesengani et al., 2019). Additionally, the 
aggressive behaviour that dual diagnosed MHCUs sometimes exhibit has resulted in RNs 
experiencing them as unpredictable and feared within psychiatric facilities (Poggenpoel et al., 
2011; Tema, 2018). Other challenges experienced include uncertainty of how best to work with 
this patient population (Tema et al., 2018), low levels of psychological support in the work 
environment regarding unpredictable patient behaviour (Chu & Galang, 2013), as well as the 





6.4 CONCLUSION OF RESEARCH FINDINGS 
6.4.1 Lack of safety within the ward 
The findings under this theme reflected the participants’ concerns over the level of safety 
within their work environment. Greater expectations were indicated for a MHCU treatment 
facility and for the treating staff, which are continually not met. Instead, there are issues with 
maintenance, the provision of resources and inadequate security during assault incidents on the 
ward. They felt that these are conditions that make working on the ward unfavourable. Despite 
their unfavourable experiences, they continue advocating for MHCU needs as indicated by the 
safety precautions they feel are necessary to create a safer and engaging treatment facility. 
Therefore, the implementation of suitable safety measures is required for an efficient treatment 
facility.    
 
6.4.2 Effects of patient violent behaviour 
The aggression of patients often experienced on the ward is emotionally taxing on the RNs. 
The direct and indirect physical attacks from uncontained MHCUs makes inpatient treatment 
unpleasant and has resulted in feelings of fear and a break in trust during patient interaction 
and treatment. The treatment provided to MHCUs who have displayed aggressive behaviour 
towards RNs has thus been compromised. Furthermore, the participants experience a work 
environment where they have had to suppress their feelings about the effects of patient 
aggression on their emotional wellbeing and occupational functioning. They attribute this to 
nursing management not taking the effects of violent incidents seriously. In such a stressful 
environment, feeling supported and not having to dismiss emotional suffering through 
continuous psychological support offered to the RNs would contribute to a conducive work 
space.  
 
6.4.3 Professional stigma 
Stigmatizing attitudes against MHCUs makes accessing treatment difficult. Professional 
stigma among health care professionals contributes significantly to the problem. Participants 
in this study indicated that through knowledge and a greater understanding of mental illness, 




curb the stigma, training institutions and treating facilities need to place greater emphasis on 
the effects of professional stigma in health care provision and treatment output. 
 
6.4.4 Treatment non-compliance  
Non-compliance to treatment was indicated as being a great concern that directly affects the 
rate of readmissions. For some, the reality of MHCUs reverting to the same risk factors that 
precipitated their conditions seemed to counter treatment. They felt that psychoeducation is 
vital to empower those affected by mental illness. As such, the RNs felt that treatment of dual 
diagnosed MHCUs has to be continued, and managed well after discharge by family and other 
professionals for improved prognosis.      
 
6.4.5 Compromised health care 
The shortage of staff and resources compromises the provision of effective health care to 
MHCUs. Additionally, there are concerns related to long waiting lists for MHCUs to access 
treatment in rehabilitation facilities and supporting services by psychologists and social 
workers within the hospital. The RNs felt ill-equipped to treat dual diagnosis and indicated that 
this would need to be addressed within the nursing curriculum at institutions of higher learning. 
Over and above that, a greater focus on psychiatry within the curriculum was noted as a way 
to address stigma. Post training, the RNs stated that there are few CPD opportunities available 
to them, particularly within psychiatry. As such, mental health training for nurses and CPD 
opportunities are vital for improved and transformed health care provision.  
 
6.4.6 Devaluation of the RN 
With the RNs experiencing challenges by virtue of being associated with psychiatry, they feel 
that their role as RNs is not respected. This extends to the MDT, with the RNs feeling that they 
do not receive credit for the hard work that they do and that they are not provided with 
opportunities to be part of the MHCUs’ treatment plans. There was also a lack of feeling 
supported from management as RNs in psychiatry, especially regarding assault incidents and 
providing input as RNs about the functioning of the ward. The involvement of nursing 
management in identifying what could be done to increase job satisfaction among RNs within 




6.4.7 Alternative treatment 
Findings revealed that mainstream hospital treatment generally does not accept alternative 
treatment for MHCUs. Despite this, the RNs indicated awareness of the fact that some MHCUs 
and their families utilize alternative treatments, and thus would rather have patients be on both 
types of treatment concurrently, rather than not be on treatment at all. Ultimately, this would 
increase treatment compliance. 
 
6.5 LIMITATIONS OF THE STUDY 
The following limitations were experienced by the researcher during the study:  
1. The sample was limited to registered nurses (RN) of a single public hospital in 
Johannesburg, thus limiting transferability of the findings to other settings, such as 
private facilities and public facilities in other provinces.  
2. The research study was conducted in a tertiary public hospital. Responses may have 
differed from RNs working in psychiatric hospital settings and substance abuse 
facilities.   
3. The responses required from the sample group of RNs focused on dual diagnosis in 
general, thus individual treatment needs for particular combinations of comorbid 
diagnoses could not be ascertained. 
 
6.6 REFLEXIVITY 
Before the interview process began, I had already started to think about the difficulties of 
working in public mental health care as a result of the literature I had reviewed. I was mindful 
of this, and so taking time to note my thoughts and feelings after each interview was important 
to help me set my thoughts aside and so as to differentiate my views from the participants’. I 
became more confident with each interview, impacting positively on my ability to engage with 
the RNs. The analysis process was tough but insightful, however, I seemed to be inclined to 
over-stretch my interpretations and make inferences that may have affected how I presented 
my findings. Feedback from my supervisor made me aware of this and allowed me to take a 




6.7 RECOMMENDATIONS  
The following recommendations are based on the study findings: 
 Further research is necessary to identify means of improving service delivery, 
especially for MHCUs that do not access supporting psychological services post-
discharge due to long waiting lists. This is in light of the concern around high 
readmissions, of which a substantial number were noted to be substance related. 
MHCUs are diagnosed with comorbid mental and substance use disorders, and risk 
factors are identified during admission, however there is no system in place that ensures 
continued treatment post-discharge. Optimal service provision would entail open 
communication among professionals from multiple disciplines.    
 There is already concern about minimal funds being injected into public mental health 
care. It would make a significant difference if there were dual diagnosis clinics with 
structured treatment programmes available to public MHCUs. It is thus recommended 
that the Department of Health and Department of Social Development determine how 
services can be improved and be geared particularly towards MHCUs with a dual 
diagnosis. It is necessary for treatment to factor psychosocial and cultural/ traditional 
aspects of the MHCUs’ lives for favourable outcomes.   
 The shortage of specialized nursing staff is a significant barrier to providing effective 
treatment for MHCUs, both in- and outpatient. Task-shifting is a proposed strategy to 
bridge the gap between insufficient nursing professionals and service provision. If 
greater measures are taken to implement task-shifting within local communities 
surrounding the hospital, the high patient/RN ratio is likely to be eased. In turn, this 
would foster a conducive work environment with reduced pressure on the RNs.   
 It is recommended that regular training is offered to RNs that treat MHCUs with dual 
diagnosis. The training should encompass commonly used and novel substances as 
presented by MHCUs in the ward, the complex nature of dual diagnosis and sensitivity 
of treatment, as well as how to effectively handle aggressive MHCUs. 
 Staff support should be provided to RNs in psychiatry when dealing with incidents of 
assault in the form of debriefing and individual counselling.   
 Mental health and specialized nursing policies need to be reviewed for role clarification 
of psychiatric RNs and patient treatment inclusion. Consideration to broaden their 
decision-making abilities regarding MHCUs’ treatment should be taken, as they spend 




 It is recommended that the hospital’s management invests in trained security personnel 
within the psychiatric ward to assist with aggressive MHCUs. Additionally, security 
features are essential to safe-proof the ward so as to avoid injuries and prevent fatalities 
of MHCUs and RNs.   
 Attitudinal barriers that maintain professional stigma are important to address. 
Research to this effect is required to understand why the stigmatization of MHCUs with 
dual diagnosis by health care professionals persists and how it could be overcome.   
  
6.8 RECOMMENDATIONS FOR FUTURE RESEARCH 
 As the Departments of Health and Social Development are identified to hold key roles 
in treating mental illness and substance misuse respectively, research should be 
conducted as to how the two can be bridged within the public sector.  
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Department of Psychology 
Participant Information  
To whom it may concern, 
 
I, Nhlanhla Mthombeni, will be conducting a research study at Helen Joseph Hospital as part 
of Masters in Psychology course at the University of Johannesburg.  
The aim of the research is to explore the lived experiences of registered nurses in treating 
dual diagnosis public metal health care users. Dual diagnosis is the presence of two illnesses 
occurring simultaneously in the form of mental health and substance use disorders. Research 
has indicated a lack of sufficient training and development of registered nurses in the delivery 
of such services. Additionally, there has been limited research on the quality and delivery of 
treatment within facilities that do not have specialised units for treating dual diagnosis.  This 
research study aims to add to current literature with the insightful data that will be obtained. 
To do this, face-to-face interviews will be conducted. All the information obtained during the 
interview will be kept confidential and the results can be made available by request from the 
participant. 
The sampling criteria of this study includes five registered nurses with a four-year formal 
training qualification, who have worked on a psychiatric ward for more than one year and have 
experienced frequent encounters with health care users presenting with comorbid mental and 
substance use disorders.  
Please ask the researcher if there is anything that is not clear or if you need more information. 
If you have questions at any time about this study, you may contact the researcher or her 
supervisor whose contact information is: Researcher - Nhlanhla Mthombeni, 076 996 4463/ 








Department of Psychology 
Informed Consent Form 
Dear Participant 
 
You are being asked to take part in a research study. This form indicates the purpose and 
details of the study. Before you decide to participate in this study, it is important that you 
understand why the research is being done and what it will involve. Please read the following 
information carefully.  
The purpose of this study is to explore the experiences of registered nurses in treating mental 
health care users with a dual diagnosis at Helen Joseph Hospital. The research process will 
entail individual face-to-face interviews, lasting about one hour, and follow-up interviews if 
necessary. These interviews will be audio recorded and then will be transcribed, analyzed and 
complied into a final report. 
 
Confidentiality 
For the purposes of this research study, your comments from the interview/s will be 
anonymous. Every effort will be made by the researcher to ensure confidentiality and preserve 
your anonymity including the following:  
 The use of a pseudonym on all research notes and documents in place of the 
participant’s name to protect his/her identity as well as any other identifying 
information.          
 Keeping notes, interview transcripts and any other identifying participant information 
in a locked file cabinet or password protected folder in the personal possession of the 
researcher and her supervisor. 
 
Voluntary Participation                                       
Your participation in this study is voluntary and you are not obliged to the study or the 
researcher. Withdrawal from the study will be permitted at any point without any 




Please ask the researcher if there is anything that is not clear or if you need more information. 
If you have questions at any time about this study, or you experience adverse effects as a 
result of participating in this study, you may contact the researcher or her supervisor whose 
contact information is: Researcher - Nhlanhla Mthombeni, 076 996 4463/ 
nhlanhlamthombeni2@gmail.com and supervisor – Dr M Card, 011 559 2916/ 




I have read and I understand the provided information and have had the opportunity to ask 
questions. I understand that my participation is voluntary and that I am free to withdraw at any 
time, without giving a reason and without cost. I understand that the interview/s will be audio 
recorded and that I will be given a copy of this consent form. I voluntarily agree to take part in 
this study.  
 
 


























Department of Psychology 
 
Interview questions 
1. How would you, being a registered nurse at Helen Joseph Hospital, describe the 
working conditions? [The extent to which you experience staff support, safety in the 
workplace, expression of your rights and knowledge of your responsibilities, 
treatment inclusivity, continual professional development, etc.] 
2. How do you feel about the level of training that nurses in South Africa receive to treat 
public mental health care users with dual diagnoses? 
3. What challenges do you face as a registered nurse when treating public mental health 
care users with dual diagnoses? Why do you think this is the case?  
4. Before you started working in a public health care setting, what was your perception 
of dual diagnosis and how to treat it? 
5. Do you think the Department of Health makes enough provision for public health care 
users with dual diagnoses at public hospitals? Please explain.  
6. If you had the opportunity to change Helen Joseph Hospital’s health care delivery 
strategy to this patient population, what would you change and why? 
7. With those changes being made at Helen Joseph, what impact do you think it would 
have on the health care system in surrounding areas, Gauteng and nationally? 
8. From your experience at Helen Joseph, what is the level of openness to incorporating 
alternative treatment methods to the treatment of mental health care users with dual 
diagnoses? 
9. To what extent are you, as a staff member, allowed to suggest alternative treatment 
methods to mental health care users under your care  
10. What advantages/disadvantages do you think incorporating alternative treatment 





















Original Transcript Emergent Themes  Exploratory Comments  
INTERVIEWER: Thank you for agreeing to 
meet with me Kevin. I have prepared 
questions that I will be asking you. Please 
feel free to answer as openly as possible and 
follow up questions will asked where 
necessary, alright?  
PARTICIPANT: It’s not a problem, I’m always 
open to help out.  
INTERVIEWER: Okay, okay so how would 
you, being a registered nurse at Helen 
Joseph, describe the working conditions? 
This could be anything to you know whether 
you feel you are included in terms of 
treatment, in terms of continual staff 
development, how do you feel about that? 
Just the working conditions your safety 
within the ward even as well? 
PARTICIPANT: Okay, specifically in Psych. It 
is not conducive. 
INTERVIEWER: Mmm. 
PARTICIPANT: The psych ward is not 
conducive because first of all it’s a mixed 
ward both genders, and it’s very hard to 
separate them or nurse them separately. 
INTERVIEWER: Mmm. 
PARTICIPANT: And then the other thing, in 
the cubicles, there are places where there 
were taps... 
INTERVIEWER: Okay? 
PARTICIPANT: And right now basins now 
they’ve removed the basins or the patients 
broke the basins but there are still those 































patient safety  
 
 
Kevin was initially over-concerned with 
the confidentiality of the research 
findings, which he enquired about off-
tape. He carefully read through the 
informed consent document and only 










Unconducive = Felt need to highlight 
which ward  
 













No maintenance = Ward exposes patients 





















drowsy from sedation or he’s psychotic can 
hit those things and have an open wound 
anywhere. 
INTERVIEWER: Mm mm. 
PARTICIPANT: So that is why I’m saying in 
that way is not conducive and the seclusions 
also, they’re not seclusions per se... 
INTERVIEWER: Mm mm. 
PARTICIPANT: Because there are also 
basins where patients can harm 
themselves. 
INTERVIEWER: Okay. 
PARTICIPANT: There are plugs, open 
electrical plugs, where patient can stick 
their fingers and since they’re psychotic and 
harm themselves and there is no privacy. 
INTERVIEWER: Mm. 
PARTICIPANT: Who-ever is passing at the 
seclusion on the door can see the patient 
from inside. 
INTERVIEWER: Mm. 
PARTICIPANT: Maybe that patient is naked, 
or what-what as with know that a confused 
patient who’s a psych ja. So privacy’s 
compromised but otherwise coming to 
safety is the safety’s not there is no safety 
as such because we having one internal 
security... 
INTERVIEWER: Mm, mm. 
PARTICIPANT: And if the patient maybe it’s 
having a behaviour that is unacceptable, 
decide to fight and all that, we must call 
Pothlako, which is the external security. 
INTERVIEWER: Mm. 











































What duty does security guard have? 














Delayed response which results in no 



















Delayed response = concerned for own 









PARTICIPANT: And the time they take to 
come to the ward could be more than 10 
minutes. 
INTERVIEWER: Mm. 
PARTICIPANT: And they come one by one. 
Maybe they just call and the next thing 
somebody was at eh ground well just come 
other side in 7th floor what-what, they will 
just come one by one. 
INTERVIEWER: Mm. 
PARTICIPANT: It depend when you will feel 
that no this number at this number then we 
can be now able to hold down the patient, 
but mind you if that patient happened to 
charge on the nurse. 
INTERVIEWER: Mm. 
PARTICIPANT: 10 minutes they take to 
come one by one like that where would be 
the life of that particular nurse that would 
be attacked at that particular time? 
INTERVIEWER: Mm. 
PARTICIPANT: So safety is also 
compromised and ja the other thing 
maintenance. When patients break the 
windows or the basins and all that, yoh they 
take time to come fix those things... 
INTERVIEWER: Mm. 
PARTICIPANT: To an extent where one 
patient last year ja no. Last year jumped off 
the window... 
INTERVIEWER: Mm. 
PARTICIPANT: Because the other patient 
broke the butler, but we managed to take 





















































Felt that it was irresponsible of hospital. 
An incident such as that had to occur 



































PARTICIPANT: We called the maintenance 
to come and weld back the butler. 
INTERVIEWER: Mm. 
PARTICIPANT: They took time. The first day 
second day I think on the third day when the 
patient has jumped is then that they quickly 
came in. 
INTERVIEWER: Mm. 
PARTICIPANT: So you can imagine the 2 
days that they did not respond until another 
patient not the same patient... 
INTERVIEWER: Mm. 
PARTICIPANT: Realised that that butler is 
broken and we closed the three-bedded... 
INTERVIEWER: Okay. 
PARTICIPANT: We vacated the patients 
there was no-one. That patient saw an 
opportunity to slide over the butler. 
INTERVIEWER: Mm. 
PARTICIPANT: So it was a traumatic event 
for me because my O.M happened to hear 
the noise going that the patient was already 
under the butler outside. 
INTERVIEWER: Okay. 
PARTICIPANT: And she managed to hold the 
arm of the patient... 
INTERVIEWER: Okay. 
PARTICIPANT: But over-powered her. 
INTERVIEWER: Mm. 
PARTICIPANT: Then she scream “help” and 
when I got there I had to let go of her for 













































Distressing to RNs – may feel as though he 
has not done enough if patients do 











































PARTICIPANT: Until the patient realised 
that “okay, I cannot break loose” because I 
had to hold him up very hard then... 
INTERVIEWER: Mm. 
PARTICIPANT: He played a matrix movie... 
INTERVIEWER: Mm. 
PARTICIPANT: Whereby he hanged his body 
so that I can the whole weight is like it was 
in my hands. 
INTERVIEWER: Mm. 
PARTICIPANT: So I held him very hard until 
help came through. So another doctor came 
and hold him this side when I’m holding him 
the other side. The patient turned and bit 
the doctor this side. 
INTERVIEWER: Sjo. 
PARTICIPANT: The doctor let go and then 
coming to bit me I tried to pull him so that 
he cannot reach my hands... 
INTERVIEWER: Mm. 
PARTICIPANT: But ultimately he reached 
my hand. 
INTERVIEWER: Mm. 
PARTICIPANT: So instead of biting me 
seeing another doctor being bitten I had to 
let go. 
INTERVIEWER: Mm. 
PARTICIPANT: So he jumped down from 
second floor down there. 
INTERVIEWER: Mm. 
PARTICIPANT: Then he hit the tree and 







































Is proactive by attempting to give input for 
improvement. Continually feels input is 
not acknowledged/ recognised. May feel 






Feels he has an intimate understanding of 













Thus feels there is no room for 
suggestions to improve service delivery. 
Seems to feel like there is a divide 
between him and hospital management. 

























PARTICIPANT: He was in ICU for something 
like 2 to 3 weeks. 
INTERVIEWER: Mm. 
PARTICIPANT: And then after that he had to 
be stabilised and go to Sterkfontein. 
INTERVIEWER: Mmm. 
PARTICIPANT: But ja the safety is 
compromised and when coming to eh part-
taking in the management of the patient, it 
we are involved or rather I am involved. 
INTERVIEWER: Mm? 
PARTICIPANT: Is just those events whereby 
you spend a lot of time planning something, 
at the end of the day you must write a letter 
maybe to the matron, and you find that they 
dispute what you want to do, the 
improvement that you want to come with, 
they dispute them or they give you reasons 
as to “we cannot manage to do this” and all 
that. 
INTERVIEWER: Mm mm. 
PARTICIPANT: Yet you have seen you spend 
more much time on this trying to see the 
possibilities, bringing into the ward people 
that are in the field. The matrons you find 
that they are in the offices they don’t know 
what is happening at the ground level. 
INTERVIEWER: Yes, yes. 
PARTICIPANT: We assessed the risk and this 
could work for us because but because they 
treat that particular improvement that you 
want to implement according to the 














































Advocate for mental health and mental 
illness awareness. Attempt to decrease 










Likens mental illness to HIV.  







Feels public has a misguided perception of 









Mental health care users also deserve to 













INTERVIEWER: Yes, yes. 
PARTICIPANT: You find that they dispute it, 
or rather they delay to respond, at the end 
of the day, if you implement without their 
approval even though there’s no harm, 
whenever they come they will always crush 
you. It’s like you have done sin that is 
unforgivable. 
INTERVIEWER: Mmm. 
PARTICIPANT: So there is where you feel 
like “I am not involved in the management 
of the patient because I’m trying to 
implement these things and they are 
disputing them”. 
INTERVIEWER: Mmm. 
PARTICIPANT: For example, uhm this year it 
was last year we proposed that we would 
have scrubs of our own colour. 
INTERVIEWER: Okay. 
PARTICIPANT: And there is gonna be a day 
where we will be for example, Monday 
there’s a specific uniform, Tuesday 
Wednesday, but Thursday there’s nothing. 
On that Thursday we are going to take that 
day and make it a mental awareness day... 
INTERVIEWER: Mm. 
PARTICIPANT: To the patients and to the 
visitors of the patients when they come 
through during visiting hours. So what we 
proposed it was our own scrubs... 
INTERVIEWER: Mm. 
PARTICIPANT: Of our own colour. When we 
wear them on Thursday, you would know 




























































Feels side-lined or limited i.t.o what he 
can do to assist patients.  

















Struggle – not being recognised for input 









PARTICIPANT: There’s like there is a logo 
going on that you would be able to read “oh 
mental awareness ...” 
INTERVIEWER: Mm. 
PARTICIPANT: So it was a program that it 
was going to improve the insight of our 
society as we know that the stigma of 
mental illness right now it’s like ja. People 
cannot talk about it because once you talk 
about it it’s like you, it’s more than HIV. 
INTERVIEWER: Mm. 
PARTICIPANT: People can talk. That “I’m 
HIV positive” but right now when you talk 
about a mental status, they go like “ag, you 
are mad”. 
INTERVIEWER: Mmm. 
PARTICIPANT: So you don’t deserve 
anything. 
INTERVIEWER: Mm. 
PARTICIPANT: So it’s like even when you 
come out of here going to your job, if you 
are a CEO what-what you won’t function 
like that. They must look for a lesser job for 
you and all those things. 
INTERVIEWER: Mm. 
PARTICIPANT: When you are at home, 
immediately they intimidate you, you get 
angry they go like “ah he started he’s mad 
now” and all those things. 
INTERVIEWER: Mm. 
PARTICIPANT: We just wanted to bring that 
awareness if it’s a colleague that has visited 



































Copes by being “patient” within the 
nursing profession. There seems to be a 
lot dissatisfaction that Kevin is sitting with, 
however does not voice it out because he 
feels he will not be heard.  
Has hope that the things he wants to 
implement to improve patient service 
delivery will be done in the future. Felt 
example of his journey to becoming a RN 
would give me an idea of the patience he 
possesses.  
 
Translates to unconducive work 




Compares other institutions to the one he 































Staff have to be vigilant to prevent 




that these people are still are people they 
alive and all that, they are functioning and 
all that, it would make them not to kind of 
like look at them like they are no longer 
functioning as they used to and treat them 
like human being. 
INTERVIEWER: Mm. 
PARTICIPANT: Even at home when they 
intimidate these people, the next thing they 
act, we’ll be in a position to show them that 
the only, what makes different is that this 
one was diagnosed. 
INTERVIEWER: Mm. 
PARTICIPANT: So you know that it is a 
mental disorder but when you are 
intimidated yourself, yet you’ve never been 
diagnosed. You don’t classify your 
reaction... 
INTERVIEWER: Mm. 
PARTICIPANT: As mental disorder... 
INTERVIEWER: Yes. 
PARTICIPANT: But you classify this one’s 
reaction as a mental disorder. 
INTERVIEWER: Mm. 
PARTICIPANT: So to bring out those things... 
INTERVIEWER: Okay. 
PARTICIPANT: Ja. So but it was disputed. 
There is where we found that we are trying 
to implement new things that do not have 
any harm. 
INTERVIEWER: Mmm. 
PARTICIPANT: They don’t tamper with any 
day of the hospital, it’s just us wanting to 























patient behaviour  
- Unfair 
accusations 
































































are not included in the management of the 
patient and somehow it makes you not to 
be productive because even other things 
that you can think about it is like they just 
gonna dispute them anyway. So what is the 
use? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
